Bb 24 hours after A 


MARYLAND STATE DEPARTMENT OF HEALTH 
WISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


= 


au gat CERTIFICATE OF DEATH 9201 
£3 At aes DEATH an “li ~ 1/2, USUAL RESIDENGE (Where deceased lived, #f institution, Residence before edmission) 
Se a Carroll a. STATE lend b. COUNTY 
ge .. ___ MARYLAND || an 
eis B-CITY OR TOWN {if outside corporate Tis, ¢. LENGTH S$ ay IN 1b ¢. CITY OR Mary (ll outside corporete limits, write RURAL and sive neerest town) 
BSS ‘ rite and give nearest town} dase ne 
3 3 cas M HOSPITAL OR INSTITUTION y - +12 pot Baltimore eS 
Bee Tif not in hospitel, me street address) | d. STREET ADDRESS oS RESIDENCE 
Bak 
Sa8 Springfield State Hospital 3117 Kenyén Ave. ves [.] NO bg 
s $80 AME OF First Middle Last 4. DATE Month [Day —— 
3 far DECEASED or 
g bes | pie» _Netelie"s _ AEBERT |) PER February 2... 19 63 
iy 3 Es 3. SEX 6. COLOR OR RACE|7_ MARRIED [_] NEVER MARRIED fg] | 8: DATE OF BIRTH 9. AGE (In years IF UNDER T YEAR| ff UNDER 24 HRS. 
2? ie 1 best birthday) Menthe] Dave "Hours [in 
i ; e : male white wipowep [] _vivorcto [] 5-17-1883 79 | 
Oa. USUAL OCCUPATION it | RT F ate i = Wh 
2 re] g é ee a TOb. KIND OF BUSINESS OR < M1. BIRTHPLACE (County & State. or foreign country) | 12. CITIZEN OF WHAT COUNTRY? 
§ SEE = __| Maryland _,BALTIMORE | U.S.A. 
ie gs 13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME ty a 
£Oo 
& sae William ©. Albert Sarah Mae Phail. 
gc 15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO.| 17. INFORMANT “Address to ae 
25 23 (¥es, no, or unkown) | {ifyesgiveweror detes of servi | 
2 eee no : _ None _| Springfield State Héspital Records 
ee SE $ 1B. CAUSE OF DEATH [Entar on! er line for (8), (b), end (<),) ~~ | INTERVAL BETWEEN 
£8 5 5 PART I. DEATH WAS CAUSED BY: _ 4 Crecanse wey! 
ghee . wamepiate cause (e) Arter iosclerotic heart disease. — | yetrs——_ 
= a ee DUE TO 
aed Sonmiorsatiaway,, ~htah ) Coronary arterioscleroa&s y 
re 5 eve rise to immediete couse = ry H < aS 
=z sag (e), steting the undarlying DUE TO 
a5 ees cause last to__Bronchopneumonia. ae es ‘ __days 
ao 3 so Oh é PART Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I[e)| 19. WAS AUTOPSY 
si #2 8 Ss -@in ta PERFORMED: 
One 1% “i 
B35 25 é sve_Wi th convulsive disorder = epileptic deterioratio eS Pees ARLNO Bl 
es ras 2 Pe ereeay ge ake Palo Toe Descent HOW INILRY Be Enter nelure of injury in Per! | or pater 1B.) 
eee De & | (iF eiTHER, NOTIFY MEDICAL EXAMINER) 
Qass 3 S | 20c. TIME OF INJURY Month, Dey, Yeer | 20d, INJURY OCCURRED | 20s. PLACE OF INJURY (Home, farm, | 20¥. (City or town} (County) SC Stato) 
ay tea 8 Hour a.m. While __ Not While | fectory, street, office bldg., etc.) ; 
Be a8 , z iat 19 at work [] at work [J | 4 
me a 
HeOss 21. | certify that (I) (this hospital) attended the deceased from...... es Ae ae WD ees8 OB ce Wass, that (I) (we) last 
=e Bo3e saw the oben ese and that death occurred aS. @WM, from the causes and on the date stated above, 
=o vice fees. | Se ATTENDING STAFF 72. SIGNED 
© i 
PI fee tA~, mo, | PHYS. = [J DIRECTOR Cy Phys. Bx] 2-2-63 
5 aa a ‘ 22c. pay st ines (I : -t : (224. ADDRESS a eas a 
| ype) 
8.6 33 Bits. S. Margolin, M.D. _ Sykesville, Maryland. (tek ee 
23 pe 1] 23, BURIAL, Te arony 23. a THEREOF 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town or county) (Siete) 
2 
erous | GREENMOUNT CEMETERY BALTIMORE MARYLAND 


VR AIS (4! 
15M 7-62 


REMOVAL (Sopcin) 2/4/63 
J] 24 FUNERAL DIRECTOR'S SIGNATURE ‘ADDRESS BEB? "4 D BY RE "863 
HENRY SANDER & SONS INC. BALTO. MARYLAN 


Polos Vudge 'S SIGNATURE 


MARYLAND STATE DEPARTMENT OF HEALTH 
Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


02042 __MEDICAL EXAMINER'S CERTIFICATE OF DEATH 92013 


1 


FOR STATE 
HEALTH DEPT. 


1. PLACE OF DEATH > ” USUAL RESIDENCE (Where deceosed lived, If inslitulion Residence before 
Bes 2, COUNTY ft vee b. COUNTY ok 

Fey ‘ Carroll = MARYLAND ryland ns 5 lintels 
Pee b, CITY OR TOWN (if outside corporete limits, ¢. LENGTH OF STAY IN 1b «. CY off rash (If outside corporete limits, write RURAL end give neerest lown) 
82 write RURAL and give neerest town) 
es LE } 
of Sykesville 7_yrs./ 11 das), Baltimore #18 a a, a 

v “dd. NAME OF HOSPITAL OR INSTITUTION. (if not in hospitel, give straet eddrass) d. STREET ADDRESS ee 

: A FARM 


r 


Springfield State Hospital | 


2627 Barclay St. ves [] no J 


. 

5 

° 

% 

8 

8 . 
e423 3. NAME OF First Middle last | 4. DATE Month Dey Yeor = 
a e DECEASED | OF 
Soe ener ori) George Lester ANDERSON | "*A™ February 22, 1963 | 
7 See 5. SEX 6. COLOR OR RACE|7. MaRRieD Bj] NEVER MARRIED [_] | B- DATE OF BIRTH 9. AGE {In yeers |IFUNDERT YEAR] IF UNDER 20 HS, 
Soh . last birthday) Months) Days | Hours | Min, 
5 E male white WIDOWED DIVORCED aa a 67 yrs. 
= mile ok: U | (Give kin Tob. KIND OF BUSINESS OR INDUSTRY | Il. “BIRTHPLACE (Stete or foraign country) 12. CITIZEN OF WHAT COUNTRY? 
es during most of working life, avan if retired) | | 
Ly oe f = 
232% __General handyman | | Maryland _ ec oe 
= BRE P| FATHERS NAME | 14. MOTHER'S MAIDEN NAME 
aa a y 
aoa f 

Ef my George W. Anderson | Alice Margaret Horseman __ eee 

\__] 1S. WAS DECEASED EVER IN U.S, ARMED FORCES? | 16. SOCIAL SECURITY NO.| 17, INFORMANT ddress 


[Yes, no, or unkown} | (Ifyes give warordatesofservice} 


0, none |220-01-8181 eee State Hospital Records 


1B. G@AUSE OF DEATH [Entar only one ceuse par line for (a), (b), end (¢).] 


INTERVAL BET BETWEEN 


ray ‘T AND DEATH 
PA TS Eg Swabs AAD Day ge ~ Brana ewer Se 


O- DUE TO 


mathe if ony, which ib). ee ee es ae Qescl 


or removal, and in any event will 


urial-transit permit. 


(0), steting the undarlying ( CUETO 
cause Vast (c) cy 


g the word “pending” in pencil in Item 18. Give Pages 1, 2, and 3 to the fe 
to burial, cremation, 


Medical Examiner's Office along with fort 


CAL EXAMINER: This certificate should be executed withi' 


2 
ro 
” 
a 
% 
el Zz PART ll, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I[e]) 19, WAS AUTOPSY 
== = 5 = PERFORMED? 
3 = 
2 S|_Involutional Psychotic Regetion, es cae 
re = 20a, EXTERNAL CAUSE WAS 20b, DESCRIBE HOW INJURY OCCURED. (Enter nature of injury in Pert t or Pert Il of item 1B.) 
= fe PRIMARY [7] of CONTRIBUTING [] 
aS ©] CAUSE OF DEATH. i 
on x /20c. TIME OF INJURY — Month, Dey, Yaar | 20d, INJURY OCCURRED 20a. PLACE OF INJURY (Homa, ferm, — 20f. (City or town) (County) ~ {Stete) 
rea 7 é eardtarnit Whila Not While foctory, street, office bldg., etc.) | 
og 5 = Fin. 19 al work et work It 
& 205 21. I certify that | took charge of the remains described above, held an Autopsy pz Inspection (e} Inquiry ira) and in my opinion 
gH . 
5808 death resulted from: _ Natural causes [Sf Ageident [_], Suicide [_], Homicide [], Undetermined manner [_] 
2 
3 ee CHIEF MEDICAL EXAMINER [_] 
® 
3 ‘a {. Pathan “Op, ASSISTANT MEDICAL EXAMINER [_] rie SIGNED, G3 
2. ; = my 
Dvsas DEPUTY MEDICAL EXAMINER ht. BE a 
Seca DO EXAMINER'S Li } 
_ oaks ? NAME Type) /W. Glenn Speic es M.D. Address (Straat, city, own, or county) _ 
a a2 nn £) | 2. BURIAL, CREMATION,| 22b. DATE THEREOF | 22c. NAME OF CEMETERY OR CREMATORY 22d, LOCATION (Clty, town, or country) (Stete) 
a4 3 REMOVAL (Spacify) 
oarto 
a a 


Burial | Feb 26,1963 Bivalve Meth (h Cond 


23, FUNERAL DIRECTOR — 


pokn A. Monan 3000 &, Baltimore Si. 


24e. woot BY ele 1,faayda: Yhiavbeg “AR'S SIGNATURE 


lof EB26 196 


— 


24 hours after 
in by the funeral 


7 


cate has been signed by the attending physician and completely 


= 
a 
° 
ee 
a 
“ 
a) 
tS 
a 
8 
3 
r=.) 
© 
a 
g 
o 
a 


£ 
3 
nd 
iy 
= 
cd 
* 
t 
5 
3 
2 
a 
K 
= 
= 
ES 


I 


ENDING PHYSICIAN: The law requires that the death certificate be execute: 
jh prior to burial, cremation, or removal, and in any evegf, 


JA TT! 


TO FUNERAL DIRECTOR: Alter this cer: 


ge 3 should be detached for use as the burial-transit permit. Then please remove ¢; 


be filed with the State Dept. of Healt! 


death. Page 
director, pa: 


TO HOSPITAL 


VR AIS 


1SM 7-62 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


q CERTIFICATE OF DEATH 2 


1 © 
a 


LACE OF DEATH 2. USUAL RESIDENCE ¢ doceesed lived, if institution: Residence before edmission) 


b. 


COUNT a, STATE b. CO; 
te A 0 f R Pugh .. . MARYLAND || ~Z>+<% Cede el ae PW Aas : 
CITY OR TOWN [if outside corporete limits, e. LENGTH OF STAY IN Jb ©. CITY OR TOWN (If outside corporate limits, wiife RURAL end glve nearest town) 
: 
Die Fcc EL 


d, 


(Orn CeenJoy Lp LEN L Hesy Garter forte 


)3. NAME OF First 
DECEASED 


era th _ Fehins — SEES 


rite RURAL/and giye naayest 2 
Westin sé RESIDENCE 


NAME OF HOSPITAL OR Bh ee {if not in alle give steel eddress) ee: STREET ADDRESS. 
ON A FARM? 


4 poe Month 


DEATH fad Hp) % - 


9. AGE Rea years |IF UNDER 1 YEAR| IF UNDER 24 HRS. _ UNDER 24 HRS. 


Middle lest 


7, MARRIED B2NEVER MARRIED [_] | & DATE OF BIRTH 


WIDOWED Sj DIVORCED oO | G- 1G - -f¢ 3 Som ee igs ie ie bai 


1a, 


done dui 


of work 


USUA}' OCCUPATION (Gi 
if in if retired) 


10b, KIND OF JOE, ‘OR INDUSTRY | 11. THPLACE (County & Stete, or oe ae 


(Lr w wala Apa | Vl SA 


12, CITIZEN ee 


ER’S NAME 


(Yes, 


Ce Sen? é ire he ERS MAIDEN NA, 

(e | 
fir ar Lecetree. ham == PAima> 
15. WAS DECEASED EVER INL.S. ARMED FORCES? Address 


(ifyesgivewarordatespfservice) 


* 16. SOCIAL SECURITY NO.| 17 omens — ee , 
, 0, ar unkown) 
oe YELL @. Bayeaue” ftw 


18. CAUSE OF DEATH [Enter only one cause per line for (e), (b), end (c).. LE INTERVAL BETWEEN 


ONSET AND DEATH 
PART 1. DEATH WAS CAUSED BY: Raedinaa nclo Carctatio ip 
IMMEDIATE CAUSE ()__ LS > = — 


ray 


sey tess MMe iit epitodes | 


gave tise to immediete couse 
(a), steting the underlying 
cause last. te) 


DUE TO 


wv. eal AUTOPSY 
RFORMED? 


vs Phe fd 


PART Il. OTHER SIGNIFICANT CONDITIONS: CONTI IBUTIN' TO 2: EATH BUT NOT T RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Ve) 


20a, ACCIDENT WAS UNDERLYING [] | 20b, DESCRIBE HOW INJURY OCCURED. (Enter neture of injury in Pert | or Part Il of item 18.) 
OR CONTRIBUTING [_] CAUSE OF DEATH 


(IF EITHER, NOTIFY MEDICAL EXAMINER) 


MEDICAL CERTIFICATION 


ty oF town) ~~ (County) ~ (Siete) 


20c. TIME OF INJURY Month, Dey, Yeer {i INJURY OCCURRED | 20c. PLACE OF INJURY (Home, farm, 
Hour ‘a.m. 


! 
While Not While fectory, street, office bldg... se 
“Tet work [_] et work [_] | 


9 


Pom. 


2. 1 certify that (I) (this hospital) attended the deceased from.. ED te. het So, a nae (ih 0 Ay een , 1960.3, that (1) (we) last 
saw the deceased alive on...... Cf ae 9.6.3... and that death occurred at JAM, from the causes and on the date stated above. 
y rye = 23b. DATE 


ATTENDING STAFF 2 
MD. [A ikecTOR DD pas. 2)2/. 3 


> - "| 22d. ADDRESS 
oe tee? MD |10/ LS, Madcal ST ee, Mg 


REC'D BY REGISTRAR | 25b. REG! 


| 236. ao THERE , | 23e. NAME OF EMETERY OR CREMATORY rv) 23d. LOCATION (City, own or _— ¢ ( 
2 We Ces) Auf, 
y RAR’S SIGNATUR 
ax FFB 11 1963 (Ze 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


02044 CRRTFICATE OF DEATH 


—_ 


B Bae oF DEATH 2. USUAL RESIDENCE (Where dacaasad lived, If institution: Residence; belocaradiniadee)) 
a. ; 
@arroll a. STATE b. COUNTY 
- MARYLAND | Ma wylan: ~-).. ) Carne] 1 _. ae, 
b. CITY OR TOWN (if outside corporate limits, ¢. LENGTH OF STAY IN Ib ¢. CIT, TOWN (If outsida corporate limits, write RURAL and give neerest town) 


write RURAL and giva naarasi town) 


24 days WeStminster 
raat addrass) 7d. STREET ADDRESS — 


inster —=s_— | 1 ae 
d, NAME OF HOSPITAL OR INSTITUTION (if not in hospital, gi @. IS RESIDENCE 


ze 24 hours after _< 


ding physician and completely tined in by the funeral 


Carroll Caunty General Hospital 9 E. Main Street Saas) 2 
3. NAMEOF First Last "Ta. DATE Month Y= 


papers. Pages 1 and 2 should 
72 hours atter death. 


DECEASED - OF 
(Type or print) Levi Barnes peATH = February 12 19%3 
£3 | 5. SEX 6. COLOR OR RACE|7, married [] NEVER Serre ol | 8. DATE OF BIRTH 7 9. AGE (In years |IF UNDER 1 YEAR| IF UNDER 24 HRS. 


Male white 


Wa. USUAL OCCUPATION (Gi: 
done dy most-of working Ii 


ay Days | Hours | Min. 


woowe [X  vivorceof]| Feb. 2, 1875 ey 


10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (County & Stata, or foreign country) | 12. CITIZEN OF WHAT COUNTRY? 
AZ: 


event, 


> S25 yw | Carroll County Uasiae 
ad 13. FATHER’S NAME ale | 14. MOTHER'S MAIDEN NAME 
Levi Bdrnes | Amanda Routzhan be 
i a oe eee wis Westmineter, Md. 
= --- --- ee é Mrs. John Wagner 289 E. Main St. __ 
= ; only ona cause per line for (a). (b), and (e).] INTERVAL BETWEEN 
; raw oeatinesswett, ARTERWSCLERSTC vegat DISEASE ib, 
a) 4 DUE TO - 
Conditions, if any, which (by CGEw EGRalizep ARTFRO sc leEéRosi’s = 
gave rise to immadiate couse aero 


{a}, stating tha undarlying 
causa last, te) 


PART I]. OTHER SIGNIFICANT CONDITIONS "CONTRIBUTING TO DEATH BUT NOT ‘RELATED TO. THE TERMINAL DISEASE « CONDITION GIVEN IN PART 1 Ita) 


YEO CARCIMOMN A oO THE (fRes TATE 


20e. ACCIDENT WAS UNDERLYII | 20b. DESCRIBE HOW INJURY OCCURED. (Enter natura of injury in Part I or Part It of item 1B.) 


19. WAS AUTOPSY 
PERFORMED? 


ves []_No Ge 


jay 
OR CONTRIBUTING [1] CAUSE OF DEATH 
{IF EITHER, NOTIFY MEDICAL EXAMINER) | 


20e. TIME OF INJURY Month, Day, Year| 20d, INJURY OCCURRED ) 20a. PLACE OF INJURY (Homa, farm, | 20f. (Cily or town) (County) (Stata) 
Hour swath | While __ Not While factory, street, office bldg., etc.) | 
[at work [_] at work | 


21.1 me that (I) (this a attended the a from Jb. Povscnnns yee (of Lae, 19%..3, that (I) (we) last 


saw the deceased alive on.. witef te Waite sks 19 GB, and that death occurred at BM, from the causes and on the date stated above. 
22a. SIGNATURE a< 22b. DATE 


ATTENDING STAFF oe 
"Geta. 5 gf as ao MO. | Ce omecror Os. 
ah 224. ADDRESS + rw 


MEDICAL CERTIFICATION 


ENDING PHYSICIAN: The law requires that the death certificate be executed 


retained by the hospital or attending physician. 


TOR: After this certificate has been si 


TT: 


E 


director, page 3 should be detached for use as the burial-transit permit. Then please remove car! 


be filed with the State Dept. of Health prior to burial, cremation, or removal, and 


2 a q 22c, PHYSICIAI 
® e 
Pes name te) Jo dy Se VARSN. EY plot. MAW ST weslnmste yD 
o2p 23a. foe cane =i. DATE THEREOF = ] THe NAME OF CEMETERY OR CREMATORY. = 23d, LOCATION (City, town or county) — wae 

REI i 
9%0 WH” 2/16/63 Meadow Branch _ Hectmtaster. ED RD. ae 
H 


vel ods 
Y STAD WELZ 
bie anl Hr * arom, wre eee c : 
reer ¢ : 
=i Bel angi 
=a Sate Loniraps os 0< pers Aas 


; tsa . ees ag 


ne tema aust & ue 


“patos Bieraees 


fey aaita Fie eaerd 
et oo et oe) > ileal prive eh 
tit_ az . : > 
a niet if ere Reese milou” er 


=e So 


ABS 


< eigen 


~ hy area rhe aK oe. fs aS lig mf is Skea sey 
as Bivieg “ mie ee te DURE coe hy . a aha ote nak i 
Bie S| Gj -2atediai oni 
2 tl et ea Lal tenth sa eCeia ae 
WEF 


tae P Baas ass. = = Ra rik 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
02045 CERTIFICATE OF DEATH ean 02016 6 


ot 
pwn 


a eae RESIDENCE (Where deceosed lived. IF feel Residence before Guy 3 
a.) b. / 
Maryland Shtgomery 


c. CITY OR TOWN ([f autside corporate limits, write RURAL and give nearest town) 


, 1. PLACE OF DEATH 
4 «. COUNTY 
Carroll 


b. CITY OR TOWN (If outside corporate limits, write | ¢, LENGTH OF STAY IN Tb 
RURAL ond give nearest town} 


rc death: Page 4 
e funeral director, 


£ 
5 
nl 
m4 
$ 
2 Sykesville 3y 9m. Lyd. Garrett Park fl S—K 
a od 2 d. NAME OF HOSPITAL (If nat in haspital, give street address) d. STREET ADDRESS. @. 1S RESIDENCE 
“ 8 INSTITUTION ON A FARM? 
se 5 Springfield State Hospital 504 Strathmore Avenue esieUo ae 
2 = 5 3. NAME OF Fit Middle tow 4. DATE Month oy Year 
ra | Cype ot in) Annie Alice Belt | Stam February 28 19 63 
«= =e < 5. SEX 6 COLOR OR RACE |7. MARRIED [[] NEVER MARRIED ["] | 8. DATE OF BIRTH 9 ey RI 
2 2 ‘ 
tte Female White |wioow py  ovorceoty | 8-5-186h, 
3 —E a 10a, USUAL OCCUPATION (Give kind af wark dane! 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (State or fareign country) 12, CITIZEN OF WHAT COUNTRY? 
2 8 g% during mast of working life, even if retired) 
3 pet ousewife - Virginia U.SAs 
o ° 2 s 13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
cae 85 
o o 
& See John Watson Susan ~ FOSTER 
e ES 3 3 1 WAS DECEASED EVER IN U. RMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT Address 
€¢ Gee ‘no. of unknown) Cf yeu give wor of service) 
= e Batons 3 2 
8 2 es No S - Springfield State Hospital, Sykesville, Md, 
o 8s 18, CAUSE OF DEATH [Enter only ane cause per line far (a), (b), and (c)-} INTERVAL BETWEEN 
3 = a5 PART I. DEATH WAS CAUSED BY: B ONSET ANDIDEATES 
£ o$= | DEATH was caussoNv, Bilateral bronchopneumonia ays 
5 FF: ) DUE TO 
= 52> Ecfanion ai otVrich = Arteriosclerotic heart disease Years 
s BES rise ta immediote 
3 ; & Bac: fa), stoting the under. ( DUE TO 
ge2sP lying couse lost. a 
z i$ 5 a z Pant Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a}/ 19. TE ae 
aeSEs Q a ae Se PERFORMED? 
2 = =o - 
whsea $|_C.B.S. assoc. with senile brain disease with psychotic reaction Yes a noD 
ve oF 3 5 = 20a. ACCIDENT WAS UNDERLYING (1 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature af injury in Part | or Part It of item 18.) 
z 3S ot = OR CONTRIBUTING O CAUSE OF DEATH 
<§ze° G [{IF EITHER, NOTIFY MEDICAL EXAMINER) 
g . = a6 & [20c. TIME OF INJURY Month, Day, Year |20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm. | 20F. (City or town) (County) {State) 
$5.25 ral Mauro. m. While Nat while factory. street, affice bldg., oD 
z52? & = p.m. 19 Jat wark [J ot work 
ones : B76 
2325 S 21. | certify that | attended the deceased fram.___2/ 2+ 2. eae ct oe 28/63... 19.___. sthat | last saw the deceased 
Z32us : 
o- mE: 5 alive on___._2, ‘2.8, /63 oa aa p TP oe = ond that death occurred at 727 * Lom the causes and an the date stated above. 
a Ef A, ) j ADORESS (Street, city ar town, =) DATE SIGNED 
<™C AL h : € 
ay ges SIGNATUR' A 
Zaza Z 
23335 nusican’s Antonius Glahn, M.D. ke 
es 
&3 2° > Ro. ° noy may > as Ls Tc. NAME OF CEMETERY OR Ty RY 22d. LOCATION {Cityrfown, or county} REO 
ot: id \OVAI cify} “3 
es ook L_beeere sock 4 <TH ~ 
w lz 23. Pies ige oe ‘a. REC'D BY REGISTRAR ‘2b. REGISTR R'S. SIGNATURE 5 
VS ANS (4) ef + fj rg 
15M 338) ATE EES Rye s a each a 


1 
(M) 


’§ 24 hours after 


TOR: After this certificate has been signed by the attending physician and completely finud in by the funeral, 


cian, 


TENDING PHYSICIAN: The law requires that the death certificate be executed 


retained by the hospital or attending physi 


T° 


* 


director, page 3 should be detached for use as the burial-transit permit. Then please remove carbon papers. Pages 1 and 2 sho; 


be filed with the State Dept, of Health prior to burial, cremation, or removal, and in any event, within 72 hours after death. 


death. Page 4 


TO FUNERAL 


TO HOSPITAL 


VR AIS (4) 
1SM 7-62 \ 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


92045 ‘ CERTIFICATE OF DEATH 02017 
iE Le ae DEATH —= 2. USUAL RESIDENCE (Where deceased lived, If Institution: Residence before edmission) 
i . STATE b. COUNTY 
~~ MARYLAND k Maryland _ Carroll 


b. CITY OR TOWN (if outside corporete limits, Geary? yy as 1b ¢. CHTY OR TOWN (If outside corporate limits, write RURAL and give nearest town) 
write RURAL and give nearest town) aS a f 
Sykesville 3h yrs./10 mos, “ Rural, Westminster ee: 
d. NAME OF HOSPITAL OR INSTITUTION (if nol in hospital, give street eddress) . STREET ADDRESS o- 1S RESIDENCE 
___ Springfield State Hospital Westminster, Nd, R. D. 7 [ves (no 
3. NAME OF ~ First Middle Lest “4. DATE “Month “Dey —_ Yeer 
DECEASED or 
ety Bertie Me BOWMAN vests February 16, 1963 
5. SEK ~ |6. COLOR OR RACE|7. MARRIED Be] A 'B. DATE OF BIRTH ~~] 9. AGE (In yaors | IF UNDER} YEAR| IF UNDER 24 HRS. 
3 Bc] Never manned [] lest birthday) |Months] Deys | Hours | Min. 
female white wivowe [_] pivorceD [_] 2—1h=<79 8h ye. 
Wa, USUAL OCCUPATION (Give kind of work | 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (County & State, or loreign country) | 12. CITIZEN OF WHAT COUNTRY? 
done during most of working life, even if retired) | | | 
Housework pa |_ Maryland | U.S.A. ie, 
13. FATHER’S NAME 14. MOTHER’S MAIDEN NAME 
Samuel Messinger _ | dane Humbert = i) 
15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO.| 17. INFORMANT = * Address . 
(Yes, no, or unkown) | (Hlyasgivawerordetesof service) | 
=—:) oe = _|_ None _| Springfield State Hosp. Records 
18. CAUSE OF DEATH [Eniar only one cause por line for (a), (b), and (c).] INTERVAL BETWEEN 
PART |. DEATH WAS CAUSED BY: 
. IMMEDIATE CAUSE (e)_ Pneumonia plus congestive failure. eel net eS 
é & DUE TO 
Conditions, if eny, which w) Abteriosclerotic heart @isease. |> year 2 _« 


geve rise to immadiate cause 
(a), stating the undarlying (DUE TO 


cause last o_Generalized arteriosclerosis. _ years 


Z| PART'Il OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINA \SE CONDITION GIVEN IN PART 1la)| 19. WAS AUTOPSY 

2 2 2 

$ Schizophrenic reaction, paranoid type, Ci SE OK 

© [20e. ACCIDENT WAS UNDERLYING [] | 20b. DESCRIBE HOW INJURY OCCURED. (Enter neture of injury in Pert | or Pert Il of item 18.) 

& | OR CONTRIBUTING ["] CAUSE OF DEATH 

G | (iF EITHER, NOTIFY MEDICAL EXAMINER) 

3 20c. TIME OF INJURY Month, Dey, Year | 20d, INJURY OCCURRED | 20e. PLACE OF INJURY (Home ; 20. {City or town) (County) —~—~*(Stale) 

5 Hee ate While __ Not While fectory, street, office bldg., ete.) | 

= ae, 19 et work [| at work [_] | \ 
21. I certify that (1) (this hospital) attended the deceased from..... Imam AS Sesser Yoscnr 102 OB oy Wess, that (1) (we) last 
saw the deceased alive on...... 22162 63.....0019 Meme , and that death occurred ail P.M, from the causes and on the date stated above. 
2s eat: & ATTENDING MED, STAFF 2b. OED 
Dee (Pate ie Se ee “mo. | PHYS. [J birector [[} PHYS. iia on 2-16-63. 


22e. PHYSICIAN'S "| 22d. ADDRESS 


NAME (Type) 7” ‘ qd 
Antonius Glahn,_M.D saat SYWOS WL LAO yp Maga aan 
23s. BURIAL, CREMATION, |23b. DATE THEREOF | 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town or county) (State) 
REMOVAL (Specify) Py 
Burial. 2/19/63 | St. Marys Cemetery Silver Run, Carroll Co., de 


ommFEB 19 1983 (C7 res Meage 


24 iat pe, SIGNATURE DDRESS 
E E C 


= 
a 
% 


z 24 hours after 


TENDING PHYSICIAN: The law requires that the death certificate be executed w 
ital or attending physician 


retained by the hos, 


lease remove carb: 


ding physician and completely tined in by the funeral 
and in any event, 


te has been signed by the atten: 


director, page 3 should be detached for use as the burial-transit permit. Then pl 


T’ 
TOR: After this certifi 


= 


TO FUNERAL D) 


be filed with the State Dept. of Health prior to burial, cremation, or removal, 


TO HOSPITAL 
death, Page 4 


VR AIS (4) 
15M 7/61 


rs. Pages 1 and’2 should 
petty 


hours after di 


MARYLAND STATE DEPARTMENT OF HEALTH 


DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


02047 


CERTIFICATE OF DEATH 2018 


1. PLACE OF DEATH 
a. COUNTY 


2, USUAL RESIDENCE (Where dacaasad livad, If institution: Residence before admission) 


a. STATE b. COUNTY 
Carroll ___MARYLAND |! MaryJand ince ree's 
ITY OR TOWN (if outside corporate limits, | ¢. LENGTH OF STAY IN 1b ¢. CITY OR TOWN (If outsida corporata limits, weita RURAL and giva naafést town) 
write RURAL and give nearast town) R 1 (A ) 
Sykesville 43 yr. 1 mo, ura quasco) ‘ tex" 
d, NAME OF HOSPITAL OR INSTITUTION (if not rot In hospital, giva street eddress) d. STREET ADDRESS a ered 
Springfield State Hospital =a<== ves K] NOL] 
S NAME’ oF First “Middle lest 4 ‘DATE Month Day Yaar 
{Type or print) ROBERT M. BRADY DEATH February 9 1963 


13. FATHER’ a NAME 


James H. 


Brady 


5. SEX 6. COLOR OR RACE (7, MARRIED [~] NEVER MARRIED [3 | 2 DATE OF BIRTH 9. AGE (In yaars (IF UNDER T YEAR| IF UNDER 24 HRS. 
Mal Wh: fast birthday) |"Months| Deys | Hours [ee 
ale ite wows [] _pivorcio [] | August 15, 188) yrs. | 
Wa. USUAL OCCUPATION (Give kind of work | 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (County & Stata, or foraign country) | 12. CITIZEN OF WHAT COUNTRY? 
done during most of working life, evan if relired) | 
Farmer _weew= | Maryland U.S.A. 


14. MOTHER'S MAIDEN NAME 


__ Priscilla Taylor _ 


15. WAS DECEASED EVER IN 
(Yas, no, or unkown) 


— iG 


PART |, DEATH WAS CAUSED BY: 
MEDIATE CAUSE (a), 


DUE TO 
Conditions, if any, which {b} 
gava rise to immadiata causa 
(a), stating the underlying ( DUE TO 
causa last. (e) 


5. ARMED FORCES? | 16. SOCIAL SECURITY NO. 
(Ityasgivewerordatesofservica), 


18. CAUSE OF DEATH jEniar only ona causa par lina for (a), (b), and (c).]_ 


17. sro Address 


>| |Records, Springfield State Hospital _ 


INTERVAL BETWEEN 


— Mabbipul Binbo ism 2 |e 
due 
awa oet 


Mental defective 


PART Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DIS DISEASE CONDITION “GIVEN IN PART Na) 


- undifferentiated 


Gangrne + Right food 


19. WAS AUTOPSY 


PERFORMER? 
yes [] NO 


20a. ACCIDENT WAS UNDERLYING [] | 
OP CONTRIBUTING [} CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20b. DESCRIBE HOW INJURY OCCURED. (Enter nature of injury in Pert | or Part Il of itam 18.) 


20c. TIME OF INJURY 
Hour a.m. 
p.m. 19 


Month, Day, Yaer 


MEDICAL CERTIFICATION, 


saw the deceased alive on... 29. 
/22e. SIGNATURE = 
SSnw 

22c. PHYSICIAN'S > 
NAME (Type) 


. | certify that (I) (this hospital) attended the deceased from...L= 9 0Q.....0000 


Arorrmty AP! no, REPT 


=n Sonmez, M. D. 


208. PLACE OF INJURY (Homa, farm, | 20. (Cily or town) (County) (State) 


factory, streel, office bldg., ate.) 


20d. INJURY OCCURRED 
While Not While 
‘at work at work 


10. DQ 3..0y 19..cy that (I) (we) last 


1 
15, ce the causes and on the date stated above, 


22b. DATE 
SIGNED 


.. and that deeth eccured at... 


ATTENDING STAFF 


DIRECTOR Os. _ 2-12-63 


Springfield State Hospital 


"| 22d. ADDRESS 


Sykesville, -—Maryland-—------ 


(Senet) 


MP2, 


236. DATE THERFOF 


63 


24 4 FUNERAL DIRECTOR'S SIGNATURE 


23c. ~RAME F CEMETERY OR wed hoe Er LOCATION chy, toa or county) ( 
wes Und. rol Ryibtornonsy Vrof 
EM 
SIGNATURI 


25a. REC'D BY REGISTRAR | 25b. REGISTRARS | 


AL dan ee i wl oe ide lone FEB 13 63 feords age 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


02048 CERTIFICATE OF DEATH 92019 
os eae: PEN be w/a — z hoe "Dyfe4 on ee ee 


MARYLAND he 
b. CITY OR TOWN (if outside corporate limits, 
ME OF 


eral 


hduld 
ai, = 


¢, LENGTH OF STAYIN Ib || ¢, CITY OR TOWNE optside corporate limits, "RURAL and give nearest town) 
, we _ == 


4. DATE Mon; “Dey Yeer 
DEATH if 2z 19 6S 
5 aes VARRIED [7] NEVER MARRIED 4g. . 9. AGE Un yeors /IF UNDER 1 YEAR| IF UNDER 24 HRS. 
Kfike | FE ‘wipowed [] _ivorceo [} WE 7 | 


st birthday) |"Months| Days | Hours Min, 
Ts, USUAL OCCUPATION (Give kind of Work | 106. KIND OF BUSINESS OR a2 BIRTHPLACE (County & State, or foreign coun} 


ue 
eee ining most of ge te aaa ‘ L> 4 Veen CR Pea 


er) 
THER'S NAME 14, MOTHER'S MAIDEN NAME 


é 
iga2¢g G22 MV hey a | bee 
WAS DECEASED EVER IN U.S. ARMED FORCES? | 167S@CIAL SECURITY eS 7, 0 ‘ORM. 


Angler = 

4 ee as ee ee 

A Address ot 

fes, no, or unkown) | (Ifyes give werordetes of service) @ ™~ fedhensteyy 

eS Id oF Oe P77 ae 
® 


18. CRUSE OF DEATH [Enter only one cause per line for (a), (b), and (e).] *) INTERVAL BETWEEN 


a 
PART |. DEATH WAS CAUSED BY. p Lich Le pee 
vO IMMEDIATE CAUSE (e)_ Bie < of Ly SF a eo 
DUE TO Z, 
G 
Conditions, if eny, which (b) Ce... 


geve rise to immediate ceuse 


ry 
s 3 
fe. ) d. JOSPITAL OR INSTITUTJOW {if ngfin pospilal, give street eddress) —«||~—=S=sd. STREET ADDRESS = 1S RESIDENCE 
ra ge ey ON A FARM? 
z — | 
yes [] NO 
: eee | 1 x0 


(Type oF print) 


fan, esl tent 
Bb da 


rbon papers. Pages 1 


B. DATE OF nit 


12. CITIZEN OF WHAT COUNTRY? 


The law requires that the death certificate be executed 7 4 24 hours after 


he hospital or attending physician. 
jer this certificate has been signed by the attending physician and completely 


director, page 3 should be detached for use as the burial-transit permit, Then please remove, 


be filed with the State Dept. of Health prior to burial, cremation, or removal, and in any ev Swit 72 hours after 


{a), steting the underlying ( OUETO J? 

a Glas (6) e Z Me OR mt = 2 

z z | PART Il. OTHER SIGNIFICANT CONDITION DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(a}/ 19. WAS AUTOPSY 

go 5 ves [} no [] 

3 © [20a. ACCIDENT WAS UNDERLYING [) | 20b. DESCRIBE HOW INJURY OCCURED. (Enter nature of injury in Pert { or Pert Il of ilem 18.) = “a7 +. 

ie] & | OP CONTRIBUTING [] CAUSE OF DEATH 

RE | (IF EITHER, NOTIFY MEDICAL EXAMINER) 

ge £ 5 20c. TIME OF INJURY Month, Dey, Yeer | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, ferm, | 201. (City or town) ~ (County) (Stete) 

aoe a eu: ‘emt While Not While | fectory, street, office bldg., e 

er a z 19 at work [] at work [7] | x 
2 - 

I 29 attended the deceased from.<//A/...4. By pia, OP er Kk, hat (1) (we) las! 
ea ry 2, apd that death occurred /~..M, from Ihe causes and on the date stated above. 
3H re a? 2b, DATE 

9EQ ‘ ATTENDING MED, STAFF SIGNED 

3 Ze AaB | ES a 

3] 38 /] 22d. ADDRESS 

me e 

am Z Ss Sokal Sok 

See \ | 23b. DATE THEREOF (*< NAME OF CEMETERY OR CREMAAORY 

. 
e*0 y 220/63 é, YZ 
‘* VR AIS (Al Peder. ee 2Se. REC'D BY REGISTRAR | 2Sb. REGISTRARS SIGNATURE 
18M 7-62 Ta Ge c PEE — | vate FER 2 5 (habe, Demy 
— — ——— = an a = 


LAr- *e bendy ites 
es se od “eee a s * 


Se ysiinaet So aoe Dass iy 
gts rane ap : 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 


02048 


CERTIFICATE OF DEATH 


res. ois. vo. 02020 


1, PLACE OF DEA) 
©. COUNTY 


MARYLAND 


. Page 4 


bk 


c. LENGTH OF STAY IN Ib 


2. USUAL RESIDENCE (Where deceosed lived. If institutior 
b. COUNTY 


Residence before admission) 


Aes 


Min, 


= © b. CITY OR TOWN (If outside corporote limits, write c. CftY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 
g ral RYWAL ond giyk neoresy town ; 

Dz 
2 33 Mp tripes loa Guo |) 
€, e d. eter (iF not in hospitol, give street address) | e. s RESIDENCE 

wes . Qe IN 7 
a : 
LS a VD Ve LLIA Dain S4- rE) NOK 
3 2 = wots ro 
2 5 3. NAME OF First Middl Ys 
= a Raueice ist iddle ‘eo 
“ e it 
5 3 (Type or print) a . PY 3 
- 5. SE; ‘OLOR of RACE |7. MARRIEB[] NEVER MARRIED [-] |B. DATE OF BIRTH 9. AGE {in years IDER 1 YEAR| IF UNDER 24 HRS. 
“ Tew lost_birthday) Days | Hours 
aa a lar SO WIDOWED DAK yORcEe Is vA TLE A er 


during most of working * 


A g 


10d. USUAL OCCUPATION (Give kind of work done] 10b. a OF BUSINESS OR INDUSTRY 


AL 


n pice (Stote or foreign ee 112. CITIZEN OF WHAT COUNTRY? 


ren if retired) 
I FATHER'S. NAME 


Ose, Lf. aie 


15. WAS DECEASEDEVER IN U. S. ARMED FORCES? [16. SOCIAL SECURITY NO. 


Yes, no, oF unknown) UE yes, give wor or dates of service) 


SA 


Cu 4s ea 


Addr: 


PART |. DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (0). 


INTERVAL BETWEEN 
ONSET AND DEATH 


Then please remove carban paper: 


Conditions, if ony, which 
gove rise to immediote 
couse (0), stoting the under- 
lying couse lost. 


ned by the attending physician and completely filled in by the funerol director, 


DUE To 
i) 


DUE TO 
' 
(b) 


ransit permit. 


Paar I. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0) 


19. WAS AUTOPSY 
PERFORMED? 


yes (] NORE 


The low requires that the death certificote be executed wi 


the registrar prior to burial, crematian, ar remavol, and in any event within 72 hours after death. 


Qe 
33 i 
a 5 
46.9 6 
- 203 = | 20a. ACCIDENT WAS PNDERLYINGE ]20b. DESCRIBE HOW INIURY OCCURRED. (Enter noture of injury in Port Vor Port W of item 1B.) 
Zoe & [OR CONTRIBS et AUSE DEATH a 
ZeEge & 4 (IF EITHER, NOTIFY MEDICAL EXAMINER) “Tao a = 
g ° = 8 § [20c. TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED |20e. PLACE OF INJURY (Home, form, | 20F. (City or town) (County) (Stote) 
S5F¢ 5 Hod acter White wiaicainn foctory, street, office bldg., etc.) | 
aoe 2 = pm 19 lot work : — = 
e652 
v4 $s5 21. U certify Va | attended the ey Leng ae W527 to f2Diuas 27 19.G.Fhat | last sow the deceased 
GL<2 , 2, 
2 Z 3 alive o1 ed Ste 19.6. # ah ray thot degth occurred ake wen, from the couses and on the dote stoted obove. 
Nos y, Po ADDRESS (Street, city or town, stote) DAT SIGNED 
<6 o >» Je 
‘3 Bes SiGNATU PR fhe TL he, LEA MD. fh AMG ALLL AAD. IEA. fl Bs 
saz > 
2542 PHYSICIAN'S 
Scqe NAME lad Lae 
etides {Type} Q 4) 
opis SA =a 
FA 33 < ATION, | 22. GATE THEREOF 2c, NAME peaks CEMETERY OR CR ee Td. LOCATION (City, town, or county) 
PQ OD e 
zone ALAC 
o°*o 
- - 


Z - - 
MERAL DIRECTOR'S SIGNATURE 
_ A hae 


AS SS y, sd We a zm FER RM oes” "RGSTENS ‘S a ie 


death certificate be executed A 2 hours after 


! or attending physician. 


ENDING PHYSICIAN: The law requires that the 


retained by the ho: 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND wreaaa 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


a4 1” at work at work 1 


2. 1 certify thal 3Q (ihis hospital) ajtended cs ar fromsiuO A, By, ° a , 193, that QF (we) last 
er death occurred a: 38 Fic 


rom “ causes and on the dale stated above. 


saw the deceased alive on. 


= 020598 CERTIFICATE OF DEATH 02021 
5 <= 2—Pi 2-933: 
6 1, PLACE OF DEATH Stem e pMucemencr (Where deceased lived, If inslitution; Residence before admission) 
2s eae oSTATE Marv and b. COUNTY wera v4 
en Carroll MARYLAND rytan Moi 
os = — _ | = a 
v8 b. CITY OR ee Gf outside Sees cag ¢. LENGTH OF STAY IN Ib ¢. CITY OR TOWN [If outside corporate limits, write RURAL and giva naarast town) 
ov ¥ i and give Ist town 
Aeige Rural=“Sykesvi The 20 days Galthershote’ Mt. Airy, Md. 
£5 re oe eA : cn 
3 o% _| 4. NAME OF HOSPITAL OR INSTITUTION (if not in hospital, giva streal address) d, STREET ADDRESS see IS RESIDENCE 
fees BEL @ tist ON A FARM 
e25/5 |Springfield State Hospital eae ae vis |] NO 
ps bee iets, te ainsi a . i 
2 Bn cr Leaps Sez First Middle Last ‘4. DATE Month Day ear 
2ag oF 
eae (Type or print) Ella — Condon DEATH 2 25 19 63 
8 rs ST 5. SEX _ J COLOR OR RACE) 7, maRRieD [] NEVER MARRIED [] | 5+ OATE OF BIRTH oe SEM IFUNDER 1 YEAR| iF UNDER 24 HRS. 
red Months | Di He Min. 
a8 a female white wivoweED PX] pivorceD [_] 9/20/65 4 7 | =e oe in 
ees 10s. USUAL OCCUPATION (Give kind of work | 10b. KIND OF BUSINESS OR INDUSTRY | 11, BIRTHPLACE (County & State, or fo country) | 12, CITIZEN OF WHAT COUNTRY? 
zie = done during most of working life, even if retired) | 
3s = Housewife ie : | Maryland | _ USA 
= 3 “4 13, FATHER'S NAME "| 14, MOTHER'S MAIDEN NAME ~~ 
fy 
Sag Gassoway Brashear Catherine Dorsey 
S§ 15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO.| 17, INFORMANT “Address = =a a 
Bee (Yes, no, or unkown) | {Ifyes give war ordatesofservice) 
2.8 Ose sm BY) Springfield Hospital records ~ Sykesville 
xe © 1B. CAUSE OF DEATH [Enter only one cause per line for (e), (b), end (c).] Mr ie 
‘ONSET AND DEAT! 
PART. DEATH WAS CAUSED BY, * q 
zy is immeniate cause )_ _ AF'teriosclerotic cardiovascular disease = -—s_—|_ —Ss- years _ 
fe j 
gee -f DUE TO 
a& Conditions, if eny, which (b) Pneumonitis weeks 
§3 5 geve rise to immadiate couse aiees Ths 
a= (a), stating the underlying 
Ra®B —— 
3 a 
feos sausaptent_ (e) =: — == 2 
3 2 z PART Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)| 19. WAS AUTOPSY 
82 2|\Chronic brain syndrome with cerebral arteriosclerosis with psychotic Pete aie 
2s 3|_reai : : yes [] No 
8 ar E BRAC COHAN? S UNDERLYING T)_| 20b, DESCRIBE HOW INJURY OCCURED. (Enter nature of injury in Part lor Part Il of tem 1B.) > ae 
s & ‘AUSE OF DEATH 
£33 B UF ETHER, NOTIFY MEDICAL EXAMINER) 
[es en <eeealoe S ~ = — a _ —— Ss _ 
sz & | Zoe. TIME OF INJURY Month, Day, Year ) 20d. INJURY OCCURRED | 20c. PLACE OF INJURY (Home, farm, | 201. (City or town) (County) (Sia 
= 2% A Hisar, ier While Not Whila foctory, street, office bldg., atc.) | 
ae 
B23 
Ze 
Hae 
S54 
of 
Sx 
ay 
53 
ge 
2 
cB 


5 ae age GS ae. ; ATTENDING STAFF 7b. ON 
233 LS gues _mo. | Pas. DIRECTOR C1 pays. Bg] 2/28/63 
ES 2c. PANSICTAN'S afr " Shun és 22d. adoress Springfield State Hospital 
Ee Get amy Me De | ____ Sykesville, Maryland. *. 

a : 

i] * 23—. BURIAL, CREMATION, | 23b,, DATE JHEREOF 23c, ME OF CMETERY t CREMAT 234, 7 IN ees ‘or county) iW 
ofgt? | ee ee /| Zoids 2 Sr Dyed 
Mone a 24 FU 7 Aes DIRECTOR’: tare CZ een 7 eee 250. REC'D BY REGISTRAR | 25b, REGISTRAR'S SIGNATURE 
ts Lia f thf Caf WEER 28 1963 fCLeatbig aadgee 


y Satse mt. 2 
County 
, Seen Pyrat 
rn a awreetly'aey wart! 


gph tent —jabzotut test act Ahora 
co bio = a my gra aehee 


see eters fir sites eed it § itoteloeciwsrrs 
i »? 


4] 
aro? sae tamett 
ye ae ony ~ ae ADR ee EE Shed 


novell 


; abd Pitan 


4 = 


SF a sual mb sans sheep ttn HEN’ .“a 
baal. fetiho: bigs Ke Abie dor Bt “¢ InraeeS ‘Si 
° d ar 


+ Be, foe 1 -) mst Wash H-4~ lao ~—— 
a ; “4 rs z JPRS ye \, Pett 
— ee ee. = ste 4 - 
fa ' SES we Ts nid _ co cag -— ben peer 
edt) ee oP ~ ho Creer : S: » ee, = yas - . 


Ry: oe age 2 
atic wes Tepe FSP. te: - ap 
: ml |, & ites olga ee : 


rene rent mY ahs Topeak 


The law requires that the death certificate be a a 24 hours after 


retained by the hospital or attending physic’ 


ITENDING PHYSICIAN: 


Abe: 


TO HOSPITAL 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND © 


uf o4 CERTIFICATE OF DEATH ~ 920 U1) 
le = = ——— = 2 eee — = 
$3 Fats ‘OF DEATH 2, USUAL RESIDENCE (Whera daceasad lived, If institution: Rasidence befor : 
2 ° Gao a. STATE b. COUNTY = 
‘2 arroll ; MARYLAND | Maryland é _Balto, City 
ra] Zi b. Roa (if outside cory ; its, ¢, LENGTH OF STAY IN Ib . CITY OR TOWN (If outsida corporate limits, write RURAL and give nha town) 

aa i) a ive neares! town) 
BESTS Sykesville 9 days Baltimore 3k yo. 

3 : ‘d, NAME OF HOSPITAL OR INSTITUTION (if not in hospital, give street address) ||. STREET ADDRESS Ye “Is RESIDENCE 
= i Springfield State Hospital 302 Northway Drive | ves] No f€]. 
s g ps jee lige ; “First Middle “Lest 4. DATE Month Dey ee 
fe 4 ‘ 3 j or 
é bl iispaicr pen Sarmel Buebert Cook | veaTH February 1, 19 63 

§ ‘5. SEX "| 6. COLOR OR RACE|7, yy pak }| 8. DATEOF BIRTH — "79. AGE (In years |IFUNDER1 YEAR| IF UNDER 24 HRS. 

8 7. MARRIED [_] ARRIED o sy ho Wonks Bs faa 
t 5 Male White wiboweD [2 vivorceo[[] | June 22, 1893 éon ' ees | ge eg 
§° 10a. USUAL OCCUPATION (Giva kind of work | 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (County & Stela, or foreign country) | 12, CITIZEN OF WHAT COUNTRY? 
car done during most of working life, even if retired) | 
35 |__Chauffeur, Salesman) = = | Maryland | U.S.A, 
a Q 13. FATHER’S NAME 14, MOTHER'S MAIDEN NAME 
a 
£3 Uninown _Unknom 9 ee 
is WAS ee fife bes es Lue FORCES?» 9 a Sa ah tee yee nroRaanr Address. 
183, NO, or ginkown) | (Ifyaagive waror dates of servica) 1 
No ee | Springfield State Hospital Records “ 
€ 18. CAUSE OF DEATH [Enter only one causa par line for (e), (b), end (e).) *) INTERVAL BETWEEN 
so PART |. DEATH WAS CAUSED BY: Pha a? et 
' IMMEDIATE CAUSE (a) A awchopméum aw. A 3 : : 2 DAES = 
. ’ } 1 DUE TO 
Se pe a) 6) Old Myo credit Twrrrers due te _coRwpry | FEARS eS 


gave rise fo Immediata cause 
{a}, stating the underlying 
cause last, 


puTO ARTERY scsERes/g 


fe) 


WAS AUTOPSY 


the State Dept. of Health prior to burial, cremation, or removal, and in any event, within 72/hours after di 


S§ 
ae 
on 
eg 
3 
ie 
ae 
ae 
§3 
5 
8 
= Zz " GNIFIGAWT CONRITIONS CONTRIBUTING TA, DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITIO 
ue g ABs BES ea the SESH SPS wane read on PERFORMED? 
23 Is 8 with arteriosclerosis withou Qualifying phrase. we fest 
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Bhs nurs FICATE OF DEATH 


DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


92023 _ 


Springfield State Hospital 5809. Chingenpip. Parkway 


1, PLACE OF DEATH 2, USUAL RESIDENCE (Where deceosed lived, If institution: Residence belore edmission), 
2. COUNTY °. at b. COUNTY 
v 
= _MARYLAND | Ma Baltimore City a 
b. CITY OR TOWN [if outside corporate limits, | ¢. LENGTH OF STAY IN Ib «. Cl da, nd {If outside corporete limits, write RURAL end give ae flown) 
write RURAL end give neerest town) ‘ / 
Sykesville 7 yrs._9 dass Baltimore Dity etry A aah.” 
NAME OF HOSPITAL OR INSTITUTION {il not In hospitel, give street eddress) STREET ADDRESS e. 1S RESIDENCE 
ON A FARM? 
vesT] No ot 


Year 


163 


arbon papers. Pages 1 and 2 should 
within 72 hours after death, 


Wa. USUAL OCCUPATION (Give kind of work | 10b, KIND OF BUSINESS OR INDUSTRY 1 i, @ 


IRTHPLACE (County & Stete, or loreign country) 
done during most of working lite, even il retired) | 


Housewife _ Virginia _ 
13. FATHER’S NAME | 14, MOTHER'S MAIDEN NAME 
William B. Brown | Belle ? Brown 


TY NO.| 17, INFORMANT Address 


Springfield Hosp. Records 


‘ordeles er 


No Vd 


18, CAUSE OF DEATH [Enter only one cause per like 16 oN (b), 


4 ict 
S 
4 PART |, DEATH WAS CAUSED BY: 
3 x  waeoiate cause (o) Gangrene of right leg. 
a -} ‘ DUE TO. 
Conditions. it any, Whic ») Arteriosclerosis 
seve rise Jo immediate couse 4 


fe), steting the underlying 


cause lest. ie 


3 RARE’ oF First Middle Di Month 
' iF 
Tyee ers) Lelia &i tk Coppedge | DEATH Feb. 
5. SEX 6. COLOR OR RACE|7, MARRIED lia NEVER MARRIED [| & DATE oF bint . poe 
Female White WIDOWED pivorceo[]| 1+2-79 8, yes 


fia | 


WF UNDEI UNDER 24 HRS. 


jours Min. 


ff CITIZEN OF WHAT COUNTRY? 


USA 


INTERVAL BETWEEN 
ONSET AND DEATH 


__days 


_years 


ENDING PHYSICIAN: The law requires that the death certificate be executed =. 24 hours after 


retained by the hospital or attending phys! 
TOR: After this certificate has been signed by the attending physician and completely filled in by the funeral 


that (1) (this hospital) attended the deceased fro Feb...2 
by 


saw the deceased ., and that death occurred at9 80 


Zz PART Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(6}) 19. WAS AUTORSY 
) 5 CBS assoc. with cerebral arteriosclerosis with psychotic reaction. sia ee 
1 [20e. ACCIDENT WAS UNDERLYING [1] | 20b. DESCRIBE HOW INJURY OCCURED. (Enter nature of injury in Pert | or Part Il ol item 18.) 7 a oe 
& | OR CONTRIBUTING [] CAUSE OF DEATH 
& | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
3 20c. TIME OF INJURY Month, Dey, Yeer | 20d. INJURY OCCURRED | 20c. PLACE OF INJURY (Home, lerm, | 20f. (City or town) ~~ (County) {Stete) 
a Hour a.m, While ___Not While lectory, street, ollice bldg., etc.) ; 
z 19 Jet work [_] #t work i 


Feh...12..., 19.63 that (1) (we) last 


from the causes and on the date stated above. 
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be filed with the State Dept. of Health prior to burial, cremation, or removal, and in 
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ate __|Springfield State Hospital, _Sykesyille,Md 
Ox 73a, BURIAL, GREMAHOP, fie’ 

a 36 REMOVAL TSpecify) 

ov 

ew 


VR AIS (4) 
1SM 7-62 


ab ewe gro lifverSstiu* 
“i @ 7 Aes 

PI She 
$ 


= a | 
eS ead 


ages {gr Ae “onérpnal 


tear aye raed 
= 


AS a i UE et wet 
oes sais Meals eae Serdar! ae 
=> we nee og j= 4 


2 * 


Behr peer ie 


rity ef Ente ae es 
St OT-T ee a . ~ r pat a pete 
see 7 e +. ahs" Mere Wn te aad wt 
i. ~ eit’ v Site. 2 ee 


od 


ph ond eh 
a 


aM. 24 hours after 
2 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


‘ 9 CERTIFICATE OF DEATH 12024 
3 SACK OF DEATH — = =. a 2. USUAL RESIDENCE (Where deceesed lived, If institution: Residence before admission) 
w ‘ e. STATE b. COUNTY 
es Carroll aes Maryland Allegany 
23 b. CITY OR TOWN {if outside corporate limils, ¢. LENGTH OF STAYIN Ib || c, CITY OR TOWN [If outside corporeie limits, write RURAL and give neerest town) 
5-0 write RURAL and give nearest town) 
2 ural--Sykesville hoy. 7m. 7d. Frostburg ‘ 
2 = d. NAME OF HOSPITAL OR INSTITUTION {if not in hospital, give sireet eddress) d. STREET ADDRESS. re e. IS Hae SE 
ON A FARM 
Se) Springfield State Hospital | unknown vesE] Not]? 
we pe — — oe eee ee 
Ba » NAME OF First middle (Caughey) ' 4 DATE Month Dey Yeer 
ie (Type or print Ella - Coye DEATH 2 2? 9 63 
85 Se ~ |6. COLOR OR RACE) 7. maRRieD [DUNever MARRIED 8. DATE OF BIRTH 3 j9. or iis IF UNDER 1 YEAR| IF UNDER 24 HRS. 
Months| Ds H Min. 
| female white wioowe f] —ivorceo[}| 10/4/76 G6 aan Res. ae 
s TO. USUAL OCCUPATION {Give kind of work | 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (County & Stele, or foreign country) | 12. CITIZEN OF WHAT COUNTRY? 
> done during most of working life, even if retired) ] 


J 
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3 
2 
ry 
£ 
3 
& 
35 
ee a 
: | 
o oO 
3 3 
2 
5 35> housework ally : | Pennsylvania USA 
= 8 13.) FATHER'S AME 14, MOTHER'S MAIDEN NAME = = - 
3 52 William Caughey Bell 
2 £§— es ea B ae Sh, sae ide, 16. SOCIAL SECURITY NO.| 17, INFORMANT = Address i 
£ $2 3, ho, or unkown] | (IFyesgivewarordates of service 
= ef 3 unknown Springfield Hospital records - S ki ille, Md 
ar ykesville, e 
. 33% 5 18. CAUSE OF DEATH [Enior only one cause por line for (e), (bl, ond (el) "| INTERVAL Between 
es PART I. DEATH WAS CAUSED BY; Coane Deer 
a2 i > IMMEDIATE CAUSE (2) Bronchopneumonia * 4“ a day 
sa5%8 DUE To 
“ 4 = 2 2 
z2cke Conditions, it eny, which w Arteriosclerotic heart disease years 
rat § 5 aeve risa to immediote cause { Seal" +s 
£2y 5-- {e), stating the underfying 
© ire statis © = ye, «Generalized arteriosclerosis oy te years 
ae ea ‘e F3 PART ll. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART i[e)| 19. pi a 
aw & = 7" in ie ‘Ol 
gee ° 3 15 Schizophrenic reaction, paranoid type. ves [] no PY 
Se 8 as % | 208. ACCIDENT WAS UNDERLYING [] | 20b. DESCRIBE HOW INJURY OCCURED, (Enter nature of injury in Pert | or Pert Il of item 18,) a — ca! 
mous & | OR CONTRIBUTING [] CAUSE OF DEATH 
Mee SS ‘G [UF EITHER, NOTIFY MEDICAL EXAMINER) 
Oa 2s2 3 [aoe TIME OF INJURY Month, Dey, Yoor | 20d. INJURY OCCURRED | 200, PLACE OF INJURY (Home, form, | 201. (Cily or town) (County) (Stet) 
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MARYLA A ENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


CERTIFICATE OF DEATH 


5s 2 po EP am é = AO _ 
< S 1, PLACE OF DEATH 2. USUAL RESIDENCE (Where deceesed lived, If institution: AZ 66 LA mission} 
pret a. COUNTY @. STATE b, COUNTY f 
5 MARYLAND rT. 
3 ey B. CITY OR TOWN {if outside corporate limits, ¢. LENGTH OF STAY IN 1b MN FATT AOOS outside corporete im OM PRC aa aive neerest town] 
3, Bas write RURAL end give neares! town) | 
pues eo _2nos/. E tt Cit: ! S 
= 3 -} d. NAME OF HOSPITAL OR INSTITUTION (if not in hospital, mos, feet Tgays- ail ede Wdeott ity ke yaar is RESIDENCE 

=woyv A 

y=: 

Sc8 | -Spuinefield State Hospita ; es] not 
3 s En de wae oF & First cs i Middle RED 1 4, DATE Month Day Yor 

Ban DECEASED De OF 

aah (Type or print) George Henry wey | DEATH 19% 

= 5. SEX "16, COLOR OR RACE|7. married [a Never MARRIED [] | 8» DATE OF BIRTH 9. AGE (In years PONDER re IF UNDER au HRS. 


lest birthdey} Hours | Min. 


yn. 


weer Days | 


WIDOWED [_] bivorcen [_] ber 31880 


Male 
10a. USUAL OCCUPATION (Giva kind of work | 10b. KIND OF BUSINESS OR rl TI. BIRTHPLACE (County & Stete, or foreign country) 


12. CITIZEN OF WHAT COUNTRY? 


U.S.A. a 


done during most of working life, even if retired) 


| 1 Ma: 
3. rare AEHET —"s* V4. ROMANS asct ‘auyiand 
| , 3 
ra WARP EES PROT xno FORCES? | 16. SOCIAL SECURITY =f v7. inrommayetriet Curtis Address _ 74 


(Yes, no, or unkown) | (Ifyesgive werordetes of service) 

ae we —- |_None = 

18. CAUSE OF DEATH [Enter only one cause per lina for (e), {b), end {c).) 
PART |. DEATH WAS CAUSED BY: 


Hospital Records, Sykesville, Maryland... 


ONSET AND DEATH 


IMMEDIATE CAUSE (2). Bronchopneumonia _— days ___ 
DUE TO 
Conditions, if eny, which (b) Arteriosclerotic Heart Disease __ years. 


geve rise to immediete cause 


|; The law requires that the death certificate be execut: 


retained by the hospital or attending physician. 


R: After this certificate has been signed by the attending physician and co; 


director, page 3 should be detached for use as the burial-transit permit. Then please remove carbe 


21. 1 certify that (I) (this hospital) attended the deceased from..November--2-4 1963. 10... February:-3 19.63 that (1) (we) last 
saw the deceased alive on February...3......19.63.., and that death occurred aSA. .M, from the causes and on the date stated above. 
Ble. SIGNATURE wee 4s “7 5 ie 226. DATE 


Cgetin bel Crna fer. no ARE Beer Ch AR nif” 


{a), stating the underiying DUETO 
cause lest. (e) 
I Zz PART Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART He)| 19. WAS ‘AUTOPSY — 
- ys a 2 PERFORMED? 
= i 
3] Ns | ves [] no ¥] 
a E 200. ACCIDENT WAS UNDERLYING [J | 20b. DESCRIBE HOW INJURY OCCURED. (Enter nature of injury in Part I or Part Il of item 18.) (Zz — 
& | OR CONTRIBUTING [] CAUSE OF DEATH 
EY G | if EITHER, NOTIFY MEDICAL EXAMINER) | 
Oo 3 20. TIME OF INJURY Month, Dey, Year | 20d. INJURY OCCURRED | 20c. PLACE OF INJURY (Home, ferm, | 20f. (City or town) ~ (County) {Stete) 
& a tur ‘sta: While __Not While | fectory, street, office bldg., ete.) | 
eg Sa pm, 19 peg dlblle vevllelh, : 
E 
iN 
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TO FUNERAL DIRECTO: 


be filed with the State Dept. of Health prior to burial, cremation, or removal, and in any event, 


av —— — 

Ko 22 YSICIAN’S ~~ | 22d. ADDRESS 

ne “AME (Type) : 

a ustin_del Caripo M.D._____|__. Sykeaville, Maryland 22 
Ox 23a. BURIAL, CREMATION, | 23b. DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town or county) {Stete) 
ns pr) | REMOVAL (Specify) | 

0? pt? 003963 St.John Intheran __ Pfeiffers Corner ,Md = 
b VaTATS i 24 FUNERAL DIRECTOR'S SIGNATURE ADDRESS 


2Se. on Pe REGISTRAR 196 REGISTRAR’S SIGNATURE 
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MARYLAND STATE DEPARTMENT OF HEALTH 


Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


MEDICAL EXAMINER'S CERTIFICATE OF DEATH 


APO Sic 


2, USUAL RESIDENCE (Where de: 


ed lived, If institution: Res 


— 3, COUNTY 
23% e. STATE b. COUNTY 
g2ic py CARROLL MARYLAND | MARYLAND _ Ob 
eS 4 b. CITY OR TOWN (if outside corporate limits, jc. LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corporete limits, write RURAL and give nearest town} 
Boy fie? write RURAL and give nearest town) 2 
for 
ofS BE— | eAiry __ {i_Years: || hue MteAiry . 
os o8 d. NAME OF HOSPITAL OR INSTITUTION {if not in hospitel, give sireet eddress) d. STREET ADDRESS e. IS RESIDENCE 
So 
vy: Sas | ON A FARM? 
Se © No 
Boece ee £2 ReDe# 2 oC 
22 He NAME OF First Middle last | 4. DATE Month Dey 
B2seY DECEASED |" OF 
SS Pc 2 ‘ype or print) DEATH 
22g72 es _LEE DICK | el Sy: a 
amy So NS SX . MARRIED [J[NEVER MARRIED B. DATE OF BIRTH 9. AGE (In yeers |IF UNDER1 YEAR IF UNDER 24 HRS. 
tyes : a= lest birthdey) Sars) Deys | Hours | Min. 
te a Epa | ele er Ww e> [a] pivorcemier atl 6319 19 43 ve 5 PS |e ts 
ea Da. USUAL OCCUPATION (Give kind of work | 1Db. KIND OF BUSINESS OR INDUSTRY? Il. BIRTHPLACE (Siete of loreign country) 12, CITIZEN OF WHAT COUNTRY? 
ee done during most ol working life, even if retired) ! 
fye-y ae 
38°35 aborer |___ Farming |___Virginia USA 
= Abele z 13. FATHER’S NAME | 14. MOTHER'S MATDEN NAME Bi 
neg on f 
S$ . - 
£6eg% Fae nese SOE Kehe an | Catherine Dehaven § 24 
ie en 15. WAS DECEASED EVER INU.S, ARMED FORCES? | 16. SOCIAL SECURITY NO.| 17, INFORMANT Address 
za= = = (Yes, no, or unkown) | (liyesgive werordetesof service) | . 
+3 iE * . ’ 
BEsSaS s| _W.W.# 2 225-09-9012 Mprs.Pauline F.Dick Same_as # 2 
z= ae 18. CAUSE OF DEATH [Enter only one cause pay line forge), (b), and (c).] INTERVAL BETWEEN. 
gen PART |, DEATH WAS CAUSED BY: Sy aise 
o5lne IMMEDIATE CAUSE (a)__ ee enn mf een, 
i pce QF ¢ 
Sasa ( K DUE TO =. Fd / 
3252 " Conditions, if any, which (b) : = 
Tow 19 gave risa to immadiata couse 
2soa 3 {e), steting the underlying ( CVETO 
Ss ive causa lest. (c) 
eS Eor ———— ot ———— re fm —— SSS ed 
eer Be a Zz PART Il, OTHER SIGNIFICANT CONDITIONS CONTRIB © DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Ia) 19. WAS AUTOPSY 
5 — —— a 
by3280 | oe 
| Q—————— ee = _— — eee — ee 
= 35 Fi a = | 2De. EXTERNAL CAUSE WAS | 20b. DESCRIBE HOW INJURY OCCURED. (Enter neture of injury in Pert | or Pert Il of item 18.) 
geses & | PRIMARY [) or CONTRIBUTING [1] 
Hood G | CAUSE OF DEATH. | 
Boos pond op hase” J 2 ee! 
q Bees z 20e, TIME OF INJURY — Month, Day, Yeer 20d. INJURY OCCURRED 20¢. PLACE OF INJURY (Home, farm,  2Df. [City or town) (County) Grate) 
3 3 ie ae 8 Hour am. While Not While factory, streat, office bldg., etc.) | 
Rete ms ee 9 et work [ ] ef work [] | i 
ag ies == ; : . ri 
ae 205 21. I certify that | took charge of the remains described above, held an Autopsy fab Inspection PX], Inquiry Py and in my opinion 
oe 28 a death resulted from: Natural causes [_], cident [_]. Suicide Ki Homicide fa Undetermined manner la} 
Rd se 3 4 CHIEF MEDICAL EXAMINER [_] 
art) —. 
oo .70 ACTUAL ¢. He Pe ASSISTANT MEDICAL EXAMINER [_ ] DATE SIGNE! 
5 4 SIGNATURE ERA M0. 2 a 3 
Egs : 1, stamens DEPUTY MEDICAL EXAMINER ° A 
K-o f 
= ae mie NAME (Type) W.GLENN BT CHER Address (Street, city, town, or count¥t aa dee 
a Z2 2 =! 220 fl 2b. DATE THEREOF 22c. NAME OF CEMETERY OR CREMATORY 22d. LOCATION (City, town, or country) {Stete) 
a 3 a 3 REMOVAL (Spacify) 
=] a Bu ri a 4 | eB 1 Fe 3 Balt: j 1» Mas 
[/| 23. FUNERAL DIRECTOR 242 1963 Balt more Nation do, REC'D BY REGISTRAT | 200" ROIATRAR'S SIGNATURE 
YR AISME 1963 QChiavle., 
5M 162 C.M,WALTZ Box 2441 » Sykesville ,Md aie DATE FER I o ’ ae 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


020 5 6 CERTIFICATE OF DEATH 02097 
1. PLACE OF DEATH 2. USUAL RESIDENCE o. deceesed lived, If Institution: Residence before ey 


Nan 


é 
SzEOUNTT #. STATE. b. COUNTY ‘ 
5 alee Carroll 7 MARYLAND Marylenr 
2 =28 b. CITY OR TOWN (if outside corporate limits, ¢. LENGTH OF STAYIN 1b || c. CITY OR TOWN “ss corporete limits, write RURAL and olve neerest town) 
~~ BaD write RURAL end give nesrest town) 4 | 
Ce — s (Rural) Sykesville 1) days Baltimore City, 3h. ee PRL 
, 4 g® Ww d. NAME OF anal OR INSTITUTION (if not in hospital, give street address) “d. STREET ADDRESS ats 
=a § ‘ A 
Sud Springfield State Hospital 2820 Clearview Ave, __| ves [No Bd 
.] 2 S 3. NAME OF First Middle Last j4 Ore Month “Day ~ Year 
33 on DECEASED 
oe oc (Type or print) George _ Henry _ Dieter 4 SEATH 2 ‘ 5 19 
® o 3s $. SEX 6. COLOR OR RACE) 7, saRRIED [] NEVER MARRIED [_] | 8 DATE OF BIRTH 9. AGE lin years |IF UNDER 1 YEAR) IF UNDER 24 HRS, 
bs Bg ceke? pest hirthdey) ene Days | Hours | Min. 
PR ¢ male white WIDOWED fr] bivorceo []} 1-23-1879 8h ys. | 
§ 8 = Wa. USUAL OCCUPATION {Gi Ob. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (County & State, or toreign country) | 12. CITIZEN OF WHAT COUNTRY? 
= 8 done during most of working li | 
= 
a Tavern Owner Pie! Maryland USA 
ee = g 13, FATHER’S NAME | 14. MOTHER'S, MAIDEN NAME 
3 3 “ 
3 Ua Jacob George Dieter FE AB ee w : Mary ----- 7 
s § 15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO.| 17, INFORMANT Address 
ES = {Yea, no, or unkown} | (Ifyes give werordetesofservice) | 
2". v 7" “ 6-32-5978 | Hospital Records ‘ - = 
BE 18. CAUSE OF Di (Enter only one couse per line for (e), (b), end (c).] Ne RVAL BELWEEN 
PART 1, DEATH WAS CAUSED BY: . 
3 i IMMeolatt caust te) _UJmonary abscess right lung “ eT eS > days = % 
af 
x } Fi - 
5 puETO Bilateral bronchopneunonia ive - 
= Conditions, if eny, which (by ; | . ay 
. deve rise to inmediste cous | 1 Recent myocardial infarction due to coronary 
3B {e), steting the underlying 
rs = wb iq_arteriosclerosis years 


PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBL 


hospital or attending physician. 


ENDING PHYSICIAN: The law requires that the 


2 
2 
3 
i 
a 
2 
2 ra IG TO DEATH SUT b NOT RELATED TO. THE TERMINAL “DISEASE CONDITION GIVEN IN PART Iie}| 19. WAS AUTOPSY 
f Qe Chronic brain syndrome associated with circulatory disturbance with ed fa no 
3 a “Losclerosise _not_ notified) Sot ws EY NO Ld 
8 = 20e. ACCIDENT WAS UNDERLYING [) 20b. DESCRIBE HOW INJURY OCCURED. (Enter neture of injury in Pert tl or Pert Il of item 18. ) 
os & | OR CONTRIBUTING L] CAUSE OF DEATH 
f= [MIF EITHER, NOTIFY MEDICAL EXAMINER) ner 
as % |[20e: TIME OF INJURY Month, Dey, Yoor | 20d. INJURY OCCURRED | 200. PLACE OF INJURY (Home, form, 208. (City or town) (County) ~~ {Stetey 
< a Hour em. While Not While _ | _‘feclory, street, office bldg., etc.) | 
i = ea 9 et work [_] at work [J | ' 
Hee 21. | certify that (I) (this hospital) attended the deceased from... Ac2d...... sip AD 3 to. hn , 192.2, thal @ (we) last 
saw the deceased alive on..... Veneto ee | -2 and that death occurred at. 920m, from the causes he on the date slated above. 


22b, DATE 


a: 


director, page 3 should be detached for use as 


22a. SIGNATURE 


be filed with the State Dept. of Health prior fo burial, cremation, or removal, and in 


ATTENDING STAFF ED 
at Ze LA f mo. [vs DIRECTOR D7 Pays. BF 2-5-1963" 
a3 PHYSICIAN'S. : 22d. ADDRESS 
ane | Name (Tyee) Yasuo Takahashi, MeDe 
n LP fat Sn Se ee en eee —!s Pee ee eee ee 
ge he 23a. BURIAL, Seecty)/) 23b. DAY (9 / Z3 23c. NAI CEMETERY OR CREMATORY 23d, LOCATION » towns gSunty) (Ss ZY 
3 g AL PEE f 
° io} ° \ Ceti" 
VR AIS [4] 
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MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
Pe) | wanes CERTIFICATE OF DEATH nap. vs, wo, 228 


—_ 
= 


= 20 
* 3 T'PLACE OF DEATH 2. USUAL RESIDENCE (Whore deceoted lived. If ialtution, Residence before edmision) 
gf 85 °. °. b. COUNTY Vv 
eee Carroll MANIAND || Maryland mo 
= Bs b. CITY OR TOWN (If outside corporote limits, write |e. LENGTH OF STAY IN 1b || c. CITY OR TOWN (if outside corporote limits, write RURAL ond give neares! town) 
os RURAL ond give neorest town} 
= $2 Sykesville 1 mo, 2) dys,| Ft. Howard om 
& 28 . NAME OF HOSPITAL (If not in hospital, give street oddvess) d. STREET ADDRESS 15 RESIDENCE 
2 
a:: Se io rield State H Ave. "CO", Todds Farm, Box 26 YE] NOB 
es prin gf ate ospita . » eens Nom 
2 = 5 3. NAME OF First Middle low 4. Date Month Day Yeor 
x B- ; 
Su (Type oF print) HUGH ELDFRISE DIVEN DEATH February 1 19 6 
= >? S. SEX 6. COLOR OR RACE |7. MARRIED [[] NEVER MARRIED [-] | 8. OATE OF BIRTH °. AGE, tn years TF UNDER 24 HRS, 
= s oy! Lal Min. 
oe ale Male White wwinowen fg voxceo] | January 21, 1891 | 72 re. leh pa 
2 £8 41) 100. USUAL OCCUPATION {Give kind of work done] 0b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
£ lveing most ofyworking life. even i 
2 28s\"/ Chet Peur/gaard Vor'vrk.|  ---- Maryland U.S.A. 
5 ved 
3 § 3 5 13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 
g 28% George Diven 4nn. Roberts: liso 
on eke reas Koos eo 
= $33 15. WAS DECEASEDEVER IN U. S. ARMED FORCES? |16, SOCIAL SECURITY NO. ]17. (NFORMANT ‘Address 
3 tt & res, cS so” Of yes. Sted ‘or dates of service] “No: 
& pts No | o) Records, Springfield State Hospital 
3 Ree 1B. CAUSE OF DEATH [Enter only one couse per line for {o}, (b). ond (c).] INTERVAL BETWEEN 
245 . ¢ 
g ®¢2 PART. DEATH MPbAtt aust jo) Bilateral bronchopneumonia with abscess formatim | Days 
= 265 / DUE TO 
2 ee -toe! 5 
<= zt e Conditions. if ony, which (b) 
3 Qove rite to immediote — 
£ §ie couse (o}. stoting the under. (| OVE TO _& 2 
Setae lying couse lost. w-Arteriosclerotic heart disease _ Years 
OSs pyingicolisn test 
2 is 3 6 i" é Cc Part nie eeae. eS ey cot CONTRIBUTING TO DEATH Ste RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Voy] 19, aioe 6 
SLo+s = mn ir a te Thi 
wages We 5 iro c¢ bra Syncrome due to sen iy ves Not] 
- 2 ‘J is ° E Ee con 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | or Port Il of item 18.) 
lo -AUSE OF DE. 
z gees © | UF E(THER, NOTIFY MEDICAL EXAMINER) 
$3s5ss & [20c. TIME GF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 20e. FLACE OF INJURY (Home, form, 1 20F. (City or town) (County) (State) 
S5.%es rat Hour 0. m. While Nor'white factory, street, office bldg... etc.) | 
= sEce = p.m. 19 lot work [J of work [J i 
Peaeto a 
o a5-° 21. | certify that | attended the deceased fram___December_19 1962, to. Febru. r_13, 19. 63.,that | last saw the deceased 
23iu¢s 
ie alive on_Fgbrnary_.13____. a igs, and that death occurred aft 30_A_M, fram the causes and an the date stated abave. 
Ee: a > ADDRESS (Street, city or town, stote) DATE SIGNED 
<I t ACTUAL BASS at 
ape ss SIGNATUR stn 7 iba MMOs eae $8 ee oo Re 2213-63. 
aces Wl Albacete Springfield State Hospital 
RSs e253 | | |namevtye) Adnan Sonmez, M.D. .... Sykesville, Maryland... 
3 23° 220. BURIAL, CREMATION. | 2b. DATE THEREOF Te. NAME OF CEMETERY OR CREMATORY @d. LOCATION (City, town, or county) (State) 
pee. ,/) | Beret” |rep. 16, 1963 Parkwood Taylor Avenue, Balto. Md.. 
Om ¢ 23. FUNERAL DIRECTOR'S SIGNATURE ‘ADDRESS ‘24o, REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 
WA . . 
Warsi OHN J. DUDA 7922 Wise Ave. 22, Md. oe FFR1R 1963 (CLardn, Veta? 
a = as 
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pers, Pages 1 and 


in 72 hours after deat! 


"3 


jt, 


death certificate be executed e. 24 hours after 


TOR: After this certificate has been signed by the attending physician and completely filled in by the f 


Then please remove car! 


| or attending physician. 
he burial-transit permit. 


ENDING PHYSICIAN: The law requires that the 


retained by the hospi 


TT. 
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irector, page 3 should be detached for use as t 
be filed with the State Dept. of Health prior to burial, cremation, or removal, and in any even! 
Co 


death, Page 4 
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MARYLAND STATE DEPARTMENT OF HEALTH 
92 iis ION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


CERTIFICATE OF DEATH 02029 
TRE oF DEATH - "«j] 2. USUAL RESIDENCE (Whare deceased lived, If insfitution: Residenea before admission) 
ae - . INT . 
Carroll pave, fo Caer lena county Frederick 
b. CITY OR TOWN (if outside corporata limits, |e. LENGTH OF STAYIN tb || c. CITY OR TOWN [If outside corporata limits, write RURAL end givo neeres! town) 
write RURAL and give nesrest town) . , ; 
(Rurual) Sykesville hy 6m lid Frederick Op} ee 
d. NAME OF HOSPITAL OR INSTITUTION [if not in hospital, give street eddress) yd. STREET ADDRESS : «IS Fea A 
ON A Fal 
Springfield State Hospital 262 Dill Avenue - | vs F No Fy 
3. NAME OF First Middle Last 4. DATE Month Dey Year 
DECEASED OF 
piven” | Greyson _ _ David Dutrow DEATH ae J 10 9 63 
5. SEX 6. COLOR OR RACE[7 MARRIED-mat NEVER MARRIED |] | 8- DATE OF BIRTH 9. AGE (In years | IF UNDER 1 YEAR| IF UNDER 24 HRS. 
x et oO lest birthday} gn) Days | Hous | Min. 
male white wioowtn Ff vivorcto [] | 11-21 - 1882 80 vn. 
Oa. USUAL OCCUPATION (Give kind of work | 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (County & State, or foreign country) | 12. CITIZEN OF WHAT COUNTRY? 


done during most of working lifa, evan if retired) 


! =" Maryland USA * 5 
13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME = i 3 
i Dutrow Mary 0. Angleberger en. 
15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO.| 17. INFORMANT Address 
(Yes, no, or unkown) | (Ifyesgive warordatesofservice) 
1 Hospi R d 
ani : _| unknown! Hospital Records > # 
18. CAUSE OF DEATH [Enter only one couse par line for (a), (b), ond (c).) SP TNTERVAL BETWEEN 
PART |. DEATH WAS CAUSED BY: Mesentertric Thrombosis ery Ores 
ir IMMEDIATE CAUSE (2) = = —— 
a + 4. yA DUE TO y ; 7 
Conditions, if any, which o Hypotensive Cardiovascular disease O years 
ava rise to immadiata cause DUE-TO. = a 
ieee fee Generalized Arteriosclerosis O years 
a (c} 


ZB] CRAM RTE SIGHT NS GRP Bi hse CH ASU LOSER BHAT FLAP TATA TIME ESTATE ORB ONES ENP DHT Mo) 17. WAS AUTORSY 
a4 : : 

$|__psychotic reaction 4 tm i Rae Se rie SOE 
 [20a. ACCIDENT WAS UNDERLYING [] | 20b. DESCRIBE HOW INJURY OCCURED, (Enter nature of injury in Pet | or Pert Il of item 18.) 

& ] OR CONTRIBUTING (] CAUSE OF DEATH 

& | UF EITHER, NOTIFY MEDICAL EXAMINER) = 

3 2c. TIME OF INJURY Month, Day, Yaar | 20d. INJURY OCCURRED | 20s. PLACE OF INJURY (Home, farm, | 20f, (City or town) (County) ~ (State) 

Fa] Hour a.m. While __Not While factory, sireat, otfice bldg., etc.) | 

2 in at work [_] at work [_] | \ 


19.03 that ¥) (we) last 
, from the causes and on the date stated above. 
22b. DATE 


Bon oF pap -2t0e6y 


ATJENDING 
Ss 


22d. ADDRESS 


on Nizankg\sky, M.D Springfield State Hosp ital 
238. BURIAL, 2ab. DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY —* 3d. LOCATION (City, town or county) 
EMOYAL. (SpeRity) . 
urval” 2-13-63 _| Mount Olivet Cemetery Frederick, Maryland 
24 FUNERAL DIRECTOR'S SIGNATURE ADDRESS: 


25a. REC'D BY REGISTRAR | 2Sb. y(n ee RE 
M, Re Etchison & Son, Frederick, Maryland lon FEB 13 1963 _/ jaa 


MEDICAL EXAMIN 


25, Deon i RESIDENCE (Where deceased lived, If institution: Ret 


MARYLAND STATE DEPARTMENT OF HEALTH 
Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


’S CERTIFICATE OF DEATH 


92030 _ 


jonce before adimission) 


* @aRrol1 


¢. CITY OR TOWN (If outsida corporate limits, wrile RURAL end give nesrest town) 


HEALTH D place or pexra bem -O- Fk G33 
. e. COUNTY 
a arroll NaRzeEND ° Maryland 
g b. CITY OR TOWN (if outside corporate limits, cc. LENGTH OF STAY IN Ib 
3 write RURAL and give neeras! town) 4 
5 Westminster 45 yrs. ~ . Westminster 


yd. NAME OF HOSPITAL OR INSTITUTION (if not in hospitel, give street eddress) 


113 Liberty Street 


‘3. NAME OF First 
DECEASED 


‘Type or erin') Leonard Josiah 
poneSEX 6. COLOR OR RACE|: 


male white 


We. USUAL OCCUPATION (Give kind of work 
done during most of working life, even if retired) 


& 


Item 18. Give Pages 1, 2, and 3 to the funeral director. Page 


Middle Lest 


hours after death. 


Elgen 
. MARRIED J] NEVER MARRIED [_] | 8. DATE OF BIRTH 
wipoweo [] —vivorceo F] | August 10, 


10b. KIND OF BUSINESS OR INDUSTRY 


ith the State Department of 


15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO.| 17. INFORMANT 


(Yes, no, or unkown) | (Ifya give woror datesofsarvice) 


h form PM3. Page 5 may be retained for your files. 


burial-transit permit. File pages 1 


uted within 24 hours after death. If any 


or removal, and in any event 


rf 
warded to the Chief Med 


death resulted from: Natural causes yl A Suicide [_]. 


jent [ J, 


ra 
4q 


had 


please execul; 


ACTUAL 
SIGNATURE 


EXAMINER'S 
NAME (Typa) 


le. BURIAL, CREMATION] 22b. DATE THEREOF | 22. 
MOVAL (Specify) 

uria. 2/5/63 

BS DIRECTOR 


t 


Address (Sire 
NAME OF CEMETERY OR CREMATORY 


Westminster Cemetery 


ADDRESS 


Health or its designated agent 


4 should be 
TO FUNERAL DIRECTOR: Page 3 should be used as a 
Jo 


TO DEPUTY 


£ 


7 


d, STREET ADDRESS 


113 Liberty Street 


11, BIRTHPLACE (Stete or foreign country) 


Carroll Co., Maryland 


TED Leonard J. Elgen 


BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN | IN PART (a) 


= 2 18. CAUSE OF DEATH [Eniar only one couse per line for (a), [b), end (c). ; 
ges PART |, DEATH WAS CAUSED BY: 
e523 IMMEDIATE CAUSE (e)__ 
e 
253 { aAVr \ DUE TO 
256 ¢ Conditions, if any, which {b) 
Soo os geve risa to immediete couse 
Séeaa (0), steting the underlying ( CUETO 
Sees cause lest Riel 2 fF eee 
hata ee z PART Il. OTHER SIGNIFICANT CONDITIONS CON! 
oe pH = fe} ——_— 
ares ee /) —E 
23823 V/Ss|. ats 2 eA ; 
— oy = 20a. EXTERNAL CAUSE WAS. 20b. DESCRIBE HOW INJURY OCCURED. (Enter neture of injury in 
ence 2 & | PRIMARY.C) or CONTRIBUTING [) 
Bligh 5 S| CAUSE OF DEATH. 
2 | Rea a i ; 
Ae & | 20e. TIME OF INJURY — Month, Dey, Year | 20d. INJURY OCCURRED | 2De. PLACE OF INJURY (Home, fi 
a = = a einai ne While __ Not While fectory, siree!, office bldg., 
Pa = am 19 at work [_] at work [] | 
wis 
wie 
x= 


Homicide [_]. 
CHIEF MEDICAL EXAMINER [_] 


ASSISTANT MEDICAL EXAMINER 
DEPUTY MEDICAL EXAMINER Pa4 


REC'D BY a i 


| @, 1S RESIDENCE 
ON A FARM? 


Month 


2 


9. “AGE (in years [IF 


88 ere 


| 4, DATE 
OF 
| DEATEFeb. 


19K 


Dey 


iF UNDER 1 YEAR 
| als Days Hours Min, 


9. 


12. CITIZEN OF WHAT COUNTRY? 


U.S.A. 


Blacksmith self employed | . Ci 
13, FATHER’S NAME 14, MOTHER’S MAIDEN NAME 
George Frederick Elgen Josephine Belt 


Address. 


same address 
"INTERVAL BETWEEN 


ONSET AND DEATH 
eee 


19, WAS AUTOPSY 
PERFORMED? 


ves []_ No JR] 


Pert | or Pert Il of item 18.) 


em, ' 2DF. (City or town) (County) (Siete) 
ete.) | 


= Ee SS a aie ie el ee ee en 
21. I certify that | took charge of the remains described above, held an Autopsy ‘on 


Inspection 4 


and in my opinion 


Inquiry is! 


Undetermined manner [~] 


DATE SIGNEY «, 
Zz yA 3 


ily, lown, or county) | 
22d. LOCATION (City, town, or country) 


Westminster 


63 REGIST) "S SIGNATUI 
FFB 963 a 


By Phone see Over 944ARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


. } 
y 

we 02069 CERTIFICATE OF DEATH 92031 

S 5 1. PLACE OF DEATH hae = 2, USUAL RESIDENCE (Where deceesed lived, If Institution: Residence before edmission) 
ess eon 2. STATE b, COUNTY / 

2 2 Carroll MARYLAND 

xe b. CITY OR TOWN [if outside corporeta limits, ¢. LENGTH OF STAYIN Ib ||. CITY ao (if ete: limits, write RURAL end give neerest town) 

a write RURAL and give nearest town) 

SURG Sykesville 3 yrs,5 moe Baltimore Uy18 LY 


in. 72 hours after death. “/>. 


4 an d. NAME OF HOSPITAL OR INSTITUTION (if not In hospital, give street address) = “d. STREET ADDRESS. Bee! HLL Rapsdney Hom 7 - 5 RESIDENCE 
|° | Springfield State Hospital | 60D8/A14/ Was oee BAs,5207 Nort hedmeE3 way 
a pied First Middle Last Wes phil Month , Year 
] {Type or print} BERTHA_ ANNE. ELEIOTT ae ; SEATH February x 19 63 
|. SEX 6 COLOR OR RACE|7. maRnieD [7] NEVER MARRIED B. DATE OF BIRTH . een aut Lae AU cca 
Female White winowen [] _oivorcto[]| 3-12-72 90 wn. , | y ai | * 


Wa. USUAL OCCUPATION (G 12. CATIZEN OF WHAT COUNTRY? 


“Ti. BIRTHPLACE (County & Stole, or foreign country) _ 
done during most of working fi 


ind of work 
‘en if retired) 


10b. KIND OF BUSINESS OR INDUSTRY 


death certificate be vcsenss fh 


director, page 3 should be detached for use as the burial-transit permit. Then please remove carbon papers. Pages 1 and 2 sh 


saw the deceased alive on.. 18-63 eee ae, R83 , and that death occurred att 255K, Pim the causes and on the date stated above. 


22b. DATE 


22a, SIGNATURE ATTENDING MED. STAFF 
hes —— mo. [MIFST Sifeon C7 Ae! py February 19, 


22d, ADDRESS 


DI 


22c, PHYSICIAN'S 
NAME (Type) 


23c. NAME OF CEMETERY OR CREMATORY 


afar 63 ML een 


24 FUNERAL DIRECTOR’S SIGNATURE ADDRESS 


LEQARD TRUCK ye 5305 HARFORD RD. 


23d. LOCATION (Civ, town or county) 


GCs 


25a. REC'D BY REGISTRAR | 25b. REGJSTRAR’ 


oREB 2 0 19631_/ 


= 
2 
s 
a 
E 
& 
z 
oO rs 
wee 
252 | Seamstress fi _Pennsylvania_ Un 
6 - 13. FATHER’S NAME ) 14. MOTHER'S MAIDEN NAME 
2 
ad Jchn Elliott | Agnes Noll. ee. . “Seed 
ee, 15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO. We INFORMANT Address 
£ 3233 {Yes, no, or unkown) | (Ityesgivewerordetesol service) 
ee 8 no = Lee a (Records » Springfield State Hospital 
eer 18. CAUSE OF DEATH [Enter only one ceuse ye for (e), (b), end (e).] "| INTERVAL BET. 
ie es) £ ONSET AND DEATH 
3 PART I. DEATH WAS CAUSED BY; ; 2 F 
323 a IMMEDIATE CAUSE ‘Virus Infection and Bronchial Pneumonia __|_10_ days. 
& ae) 2 e DUE TO 
zecis CS a ly »____Arteriosclerotic Cardiovascular Disease | _ Fears). 
eLsss gave risa to immadista cause 
ez » Bt {e), steting the underlying ( PVETO 
Mo eouse lest, te) =.  & 4 < 
ote 3 a z PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a)| 19. WAS ave 
a 2 2 i ss a So 
2s 9 ee 
Leees $|_Chronic Brain Syndrome,ass. with Cerebral Arteriosclerosis w/psychotic | (1) so 
85 i & [202 ACCIDENT WAS UNDERLYING [] | 20b. DESCRIBE HOW INJURY OCCURED. (Enter noture of injury in Port | or Pert Il of tiem Ba nots On, 
& euse & | OR CONTRIBUTING [) CAUSE OF DEATH e 
ase s G | EITHER, NOTIFY MEDICAL EXAMINER) 
ORs 3 % [20e. TIME OF INJURY Month, Dey, Year | 204. INJURY OCCURRED | 20c. PLACE OF INJURY (Home, farm, | 201. (City or town) (County) ~ (Stete) 
aed rs 5 fn ge While __ No! While factory, street, office bldg., atc.) | 
B gee Z any 19 ot work [7] at work [_] 1 
n a - 
Heo é 21. I certify that (I) (this hospital) attended the deceased from...9=1 Revs Deets Lee a to... Qe cr 19.....2, that (1) (we) last 
RAS] 
= 
a 
2 
£ 
= 
3 
a 
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REMOVAL (Specify) 


TO HOSPIT. 
death. Page, 


TO FUNE 


23a, BURIAL, ay “DATE THEREOF 
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MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


CERTIFICATE OF DEATH 02032 


5 ER A ’ LEIA 
3 52 M ; DEATH 2. USUAL RESIDENCE (Whore decoesed lived, If Institution: Residence bafore edmission) 
=e a e, COUNTY e. ST, b, COUNTY 
2 29% MARYLAND 
8 £5 EE = = Ab te 
2. ee b. CITY OR TOWN (if cutside corporate Himits, <. LENGTH OF STAY IN Ib c. CITY OR TOWNAM outside corporete limits, weite RURAL end gi 
~ Fat rite RURAL and give town) 2g 4 “ 
N ‘ees os A Par 
errr [net 2 , = ==> — se 
og 3 e © % d. NAME OF HOSPITAL OR INSTITUTION (ff not in hospital, give stragf eddress) d. STREET ADDRESS e awed 
Sas Rh 
Bees, f tM Kaeca’_ Bf ; bie He TIL by hitina 2 meer 
& 35, Es te: OF First “ Tiddie ae 4 DATE Month Day Yeer 
2 ae pateee & OF aH éZ 
a ype or print) 
. 3-8 a all SERRE BELL ENZGLAR. FEE. 24 9 
°§= 3. SE 6. COLOR OR RACE “8. DATE OF BIRTH 9. AGE (In years |IF UNDER 1 YEAR) IF UNDER 24 HRS, éZ HRS, 
2 Pe 7. MARRIED VER MARRIED [_] lau bishdoy) [isciks] Days | Hous] Ming 
o 8 ont ys jour 
6/8 winowen [] __ivorcep [-] FZE. 3 AS 20 Vet 
2 _— = 
§ mas . USUAL OCCUPATION (Give kind of work | 10b, KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (County & State, or foreign country) | 12. CITIZEN OF WHAT COUNTRY? 
pas ne during most of worfjng life, even if xetired) : 
3 = (De A S+ fe. 
Z2QOF 2 th/p1etk Co - itt 
= See TS. FATHERS NAME 14, MOTHER'S a a NAME 
€ 98 4 
2 582 Dosttle bd Fire. Caren fk 
2 528 Yb! Hib yet se Z 3. Piadd = 
© §—> 15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO.| 17, INFORMAIT Address 5 AptieeS— 
= # {Yes, no, or unkown) | (Ifyesgivewsrordatesofservice) & eke V3 tv. 
3 4 Sg) Fae L Py 4 u 7 
ea 7 |) 18. CAUSE OF DEATH [Enter only one cause per line for (a), (b), end (c).] x INTERVAL BETWEEN. 


oO! D DEATH 
ra oo NTL ened es bee (atte Tee 


33, LS DUE TO 


oo in yanwie (b)_ rye = jhe yes 


geve rise to immediete cause 
DUE TO 


The law requi 
al or attending physician. 


(a), steting the underlying 
cause lest, (e} 


cate has been signed by the atten: 


$ 
2 
& 
a 
ro 
=¢ 
aS 
ce 
ee 
Bs 
aa 
25 oe 
a ne z PART il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITI HAS AUTOPSY 
Fi os = 
aeees 15 => Sees 
me 8 ai © [20e, ACCIDENT WAS UNDERLYING 20b. DESCRIBE HOW INJURY OCCURED. (Enter neture of injury in Pert | or Pert Il of item 18.) 
Tov. & | OR CONTRIBUTING L] CAUSE OF DEATH 
aSelS G | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
Oasee % | Zoe. TIME OF INJURY Month, Dey, Yeer | 20d. INJURY OCCURRED | 20. PLACE OF INJURY (Home, form, | 20f. (City or town) F ~ (County) (Store) 
Ro < Bs 5 ete <e.m. While __ Net White factory, street, office bidg., ete.| | 
Be Pe 3 2 its ” at work [-] at work \ 
is a 
& 2088 . | certify that (!) (this hospital) attended the deceased from... W@ins Dee to. co oa G3, that ( 10} (we) last 
Zz 
eC. 2 saw the deceased alive on... i 4 ee isk 1943., and that veth agli? S7 TM, from the causes and on the date stated above. 
Bos ae “ = 22b. DATE 
Bae Cee iets aah Ae ATTENDING MED. STAFF wR VAs 
Zed o= i a: AMAA Le aa mp. | PHYS. eS DIRECTOR [1] pxys. Le? 
Hogs | 22c. PHYSICIAN'S me oe A 
ne = NAME (Type) J, Ua fei v, 
ae vai 14S Chepke Be || Fos Breen SF. respira ee, ie = 
6 By ————— = 
2s B= ()_ | 230, BURIAL, CREMATION, | 23, DATE THEREOF Zz NAME OF CEMETERY OR, CREMATORY 5 ~ [Stete) 
= OVAL , (Speci a 
oes 9 |2/2 ge ae B a 
VR AIS (4) \ A AUNERAL-DIRECTOR'S GNA RE ADDRES: 252, BCD BY REGISTRAR | 25b. REGISTRAR*S SIGNATURE 
15M 7/61 We: 2 fhglea LE - nae FEB 2 8 1 63 PChaylos Ve 
——-<— Lily hak = me 4 F pe 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


02062 so ™ CERTIFICATE OF DEATH 02033 


— 


Hours Min. 


= / 
& 2S SS ——— —— = = —— = — = 7 
s 23 1 PERCE OF DEATH 2, USUAL RESIDENCE (Whera deceased lived, H institution: Residence before admission) \/ 
2 ig: a. STATE b. COUNTY < 
s 2a | Carrell Las MARYLAND Maryland : Ba ZT! Washington 
ae = z b. CITY or morn Mr ‘oulside eorporete limits, ¢. LENGTH OF STAY IN tb c. CITY OR TOWN [If outside corporate limits, write RURAL end giva nearest town) 
ao Ww] and give, st hown) 
Sete es Rural~-Sykesvilie 25y. 10m. 2d. Hagerstown 
e Be d. NAME OF HOSPITAL OR INSTITUTION [if not in hospital, giva street eddrass) | d. STREET ADDRESS Ja WRLau hs 
ay 
a3 Springfield State Hospital | 68 Westside Avenue yes] No 
Bn 3 WARE OF First Middle Les! 4. DATE Month Day ‘cor >> 
j oF 
tle. {Type or print} Ruth -= Ernst | DEATH 2 18 19 63 
= 5. SEX  {6. COLOR OR RACE) 7, wanted PR] NEVER MARRIED [J ® DATE OF aint 9. AGE [In years |IF UNDER 1 YEAR| IF UNDER 24 


Months [ “Days | 


female white WIDOWED [_] DivorceD [_] 6/ 5/ 96 66 ee 


We, USUAL OCCUPATION {Give kind of work | 10b. KIND ‘OF BUSINESS OR INDUSTRY jw. BIRTHPLACE (County & State, or foreign country) | 12. CITIZEN OF WHAT COUNTRY? 
dona during most of working fife, aven if retired) 


that the death certificate be executed 


retained by the hospital or attending physician, 


Housewife | Maryland | USA 
% 13. FATHER'SNAME {- 14. MOTHER'S MAIDEN NAME 
Mervin Marshall | Mary Cc. Gall 
eS WAS prem as Sus, ie BA 16, SOCIAL SECURITY NO.| 17. INFORMANT ee) Address = 
‘a8, Ro, or unkown! 'yasglvewar ordetes ofservice) s 
no unknown \Springfield Hospital records - Sykesville, Md. 
“18. CAUSE OF DEATH lEnier only one ceuse per line for {e), (b), and (e).] INTERVAL BETWEEN ‘- 
PART t. DEATH WAS CAUSED BY, 2 
& _ IMMEDIATE CAUSE (a) Acute peritonitis Days = 
: ir: 4 DUE TO 
Fa Conditions, if any, which w) Ulcerative colitis with perforation of the signoid| Days & 
gava risa to immadiete cause colone | 
= {a}, stating the undarlying DUE TO 


fe ae a = = 
I. OTHER SIGNIFICANT CONDITIONS Ci H 8UT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Ia) 


Schizophrenic reaction, other and unspecified, 


20e. ACCIDENT WAS UNDERLYING [1] | 20b. DESCRIBE HOW INJURY OCCURED. (Enter nature of injury in Pert f or Part Il of item 18.) 
OR CONTRIBUTING [1] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


19. WAS | 
PERFORMED? 


YES no [] 


| 


Month, Day, Year | 20d. INJURY OCCURRED | 200. PLACE OF fNJURY (Home, ferm, © {City or town) (County) (Stete) 


factory, street, office bldg., etc.) t 


t 
21, | certify that Qf (this hospital) aliended the deceased from......M/ MOP occur 1937, ey.) 3, that & (we) last 
saw the deceased alive OMsressinhe 18 RCE and that death occurred ah2228 from the causes and on the date stated above. 


rap : ATTENDING MED. STAFF 2 CONE 
: MD. | P [ip ORE crenata einem Lal ; 2/18/63 = 
j22¢. Ricans x : ~*([224. ADDRESS Springfield State Hospital 

Ellis 5. Marg6lin, M.D. —l..............._ Sykesville, 


20c. TIME OF INJURY 
Hour a.m. | While Not While 
p.m. 19 jet work ot work 


BR: After this certificate has been signed by the attending physician and completely 


director, page 3 should be detached for use as the burial-transit permit. Then please remove 


MEDICAL CERTIFICATION 


TENDING PHYSICIAN: 


TO! 


be filed with the State Dept. of Health prior to burial, cremation, or removal, and in any evi 


TO FUNERAL DIR 


TO HOSPITAL ©: 
death, Page 4 m 


/) 230, gal Ha ‘uae 23b. DATE THEREOF N NAME OF eee bm: ie 
iy Bice?” \26.29 1163 |\Ge BEN of Heh He ao 74 
‘| aa fF JAL DIRECTOR'S StGNAJURE ADDRESS. 25e. REC'D BY/MEGISJRAR | 2Sb. REGISTRAR'S SIGNATURE 
me A eazameed © Curgper loons DI EB 25 3) olla acge, 


72 hours after def 


death certificate be executed x 24 hours after A x 


jan. 


ENDING PHYSICIAN: The law requires that the 


retained by the hospital or attending physic 
TO FUNERAL DIRECTOR: After this certificate has been signed by the attending physician and completely filled in by the funeral 


director, page 3 should be detached for use as the burial-transit permit. Then please remove carbon papers, Pages 1 and 


be filed with the State Dept. of Health prior fo burial, cremation, or removal, and in any event, 


death. Page 4 md4y' 


TO HOSPITAL O 


vR AIS (4M) 


15M 7-62 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


02062 CERTIFICATE OF DEATH 


1, PLACE OF DEATH 
7. COUNTY 


2. USUAL RESIDENCE (Where decessad lived, If institutlon: Rasidenca belora admission) 


a, STATE b, COUNTY 
CARROLL nf MARYLAND _ rf ae - 
b. CITY OR TOWN (if outside corporate limits, ¢. LENGTH OF STAY IN Ib ¢. CITY OR TOWN {if outsida corporate limits, write RURAL and giva naerest town) 
write RURAL and give nearest town) 
WESTMINSTER 10 Davs |X _RURAT, MT. ATRY OS RESON 
d, NAME OF HOSPITAL OR INSTITUTION (if not in hospital, give stree! address) d. STREET ADDRESS a. IS RESIDENCE 
t ON A FARM? 
ES iO 
COUNTY GENTRAL HOSPTTAL gq ReDe #2, = ceo Sl 
3. NA OF Middle Last | 4. DATE Month Day Yaar 
pueeene, B R V E oF 
Type or print) “At R | DEATH 
. SEX 6. COLOR OR RACE|7, ARRIED [-] NEVER MARRIED [] | 8. DATE OF BIRTH 9. AGE {In years |IF UNDER 1 YEAR| IF UNDER 24 HRS, 
last birthday) |Monihs| Deys | Hours | Min. 
7 WIDOWED {7} DIVORCED Oo ATIG 2 f Ht 82) |. 78. yrs. 
10a. USUAL OCCUPATION (Gi ind of work 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (County & Stete, or lofeign country) 


dona during mos! of working 


13. FATHER'S NAME 


an if retirad) 


mer _!| __ Farming 


| 12, CITIZEN OF WHAT COUNTRY? 


U.SeAe 


14, MOTHER’ CEEOL Ba a COeMARYLAND 
RACHEL RICHARDSON : = 


Ji ARY > 
15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO. 
(Yes, no, or unkown) | (Ifyasgivawerordalesofservica) 


No _ +l None 


18. CAUSE OF DEATH [Enter only ona cause per line for (a), (bj, and (e).] 


PART |. DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (a)_ 


DUE TO 
Conditions, if any, which (b) 
gave risa to immadiate cause 

{e), stating the undertying () DUETO 
cause last, te 


7, 


MRS.RUTH GOSNELL. SAME AS # 2 _ S> 
HRT Beas SCLEROTIC HEART DiSéaAsa 


INFORMANT Address — 


"] INTERVAL BETWEEN 
ONSET AND DEATH 


a ies a 


20a. ACCIDENT WAS UNDERLYING [] 
OR CONTRIBUTING [} CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


PART Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BU BUT “NOT RELATED TO THE TERMINAL DISE DISEASE CONDITION GIVEN iN PART 1 


9. WAS AUTOPSY 


20c. TIME OF INJURY Month, Day, Year 
Hour a.m. While Not Whila 
a ae 19 lat work [] at work [_] | 


MEDICAL CERTIFICATION 


saw the deceased alive on. 


20d, INJURY OCCURRED | 20c. PLACE OF INJURY (Home, farm, | 20. 
| factory, street, offica bldg., etc.) 1 


21. | certify that (I) (this hospital) attended the deceased irom... Af 27Z....... = Fe Hie 
9G... . and that death occurred 3 StU GALD ns causes and on the date stated above. 


PERFORMED? 
ves [] NO [Ee 
20b. DESCRIBE HOW INJURY OCCURED. (Enter natura of injury in Part | or Part Ii ol itam 18.) +. “aes 
(City or town) (County) (State) 


23, ae » 19%. 3 that (I) (we) last 


22a, SIGNATURE 


ATTENDING ED. STAFF 
mp. | PHYS. [oinecroR | Oo PHYS. [at 


22b, DATE 
SIGNED 


22d. ADDRESS rex 


Jol & MAW Sst MEST TM IAST ER, MO. 


23b, DATE THEREOF 


2=19=1963 


Ze onata CREMATION, 
RPA 


24 FUNERAL DIRECTOR'S SIGNATURE ADDRESS. 


C.M.WALTZ BOX 241, SYKESVILLE,MDs 


23¢. NAME OF CEMETERY OR CREMATORY 


TAYLORSVILLE 


23d, LOCATION (City, town or county} 


CARROLL 


= FEST TES Peete 


(Steta) 


er death: Page 4 


ires 


The law requ 


hospital ar ottending physic 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
02064 CERTIFICATE OF DEATH wie oust, URORS 


i Lee ne eer [= 2. Bese ees (Where deceased lived. If institution: Residence before admission) 
b. COUNTY 
MARYLAND 
ryland Carrol 


al 


= 
= 
a) 


5 
5 
3 
i 
3 
2 
Z 
2 
> 


o b. CITY OR me (lf mane corporote limits, write | ¢. LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 

oa RURAL ond Kf reg nee 

2 i a bia 

2 d. NAME OF race re not ne hospitel, give street odie) d. STREET ADORESS e. 1S RESIDENCE 
s. * OR INSTITUTION ON A FARN? 

Bs 303 Ma St 02M St. ves) nog 

3 

6 3. NAME OF i Middl 4. DATE 
2 ss (1) Bae First iddle lost DA Month Doy ‘Year 
a 37 A . 
x 3 | (Type or print) a Biracofsatil Fleming DEATH Fe 196 
Pa & a4 5. SEX 6. COLOR OR RACE |7. MARRIED [Z] NEVER MARRIED [-] | 8. OATE OF BIRTH 9. AGE (ln yeors TF UNDER U YEAR IF UNDER 2< ARS. 
“E lost birthday! Month: Oe Hi Min. 
2 85 Male Ste _|wiooweo Cl] _ovorceo e 0 ft. lige 1) ike alia 
3 2 10a. USUAL OCCUPATION (Give kind of work done] 10b, KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stole or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
8 Q during most of working fife, even if retired) 
3 € Farme min Ma oy land Lun Bre. Le 
a 3 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 

5 
Fe eS ; 
5 Le John Josevh eming Hannah A, D Q 
cee Ts, WAS DECEASED EVER IN U, S. ARMED FORCES? ]16. SOCIAL SECURITY NO. |17, INFORMANT ‘Address 
5 5 Tes, no. oF unknown) {IF yes, give wor or dates of service] 
Pe Bes No 2. 15-32-29 Nv ella Same as # 
om Ag. 1B. CAUSE OF DEATH [Enter only one couse per line for (0), (b}. onde). INTERVAL BETWEEN 
< 2c PART 1, DEATH WAS CAUSED 81 2) ONE Ee 
2 %¢ IMMEDIATE CAUSE (0 E a Zz 1 saan 
= = DUE TO 
3 
= 


Conditions, if any, which (b) 
gove rise to immediote 
cove (o}, stoting the under- ( OVE TO 
lying couse last. to) 


Part Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I{a}|19. Arai odie 


RMED? 
yes] No] 
20a. ACCIDENT WAS_UNDERLYING 0 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port ior Parl il of item 18.) 
OR CONTRIBUTING O) CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 
20c, TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED. 20e. — ‘OF INJURY [Home, farm, 1 20f. (City or town) {County} (Stote) 
Hour 0, m. While Not aie factory, street, office bidg., etc.) | 
pom. lot work [-] of wor} H 


ab ! ey that | SH the deceased fram. ’ 9G 33 1th BY, 19/233,that | last saw the deceased 
t death accurred at_________M, fram the causes and an the date stated abave. 


DQRESS (Sir ia or lown, stote: DATE SIGNE! 
PHYSICIAN'S | ss Pe) 


NAME (Type) pe enn en nenm anne sree eee a8 ee 


ni To. aed Tb. DA DAtET THEREOF Tid. LOCATION {City, town, or county) {Stote) 
speci 
Bitrial Qo 26 Morgan Chanel Carroll ¢ d 


23. FUNERAL DIRECTOR'S SIGNATURE ? ADDRESS ‘da. RECY aka Rs b. we 'S SIGNATUR! 
C.M.WALTZ Rox let Sykesville DATE fer 


ian. 


Mfter this certificate has been signed by the ottending physician ond completely filled i 


poge 3 shauld be-detoched for use as the burial-transit permit. 
MEDICAL CERTIFICATION 


the a prior to burial, cremotion, or removal, ond in ony event within 72 haurs ofter death. 


may be retoined by 4 


TO FUNERAL DIRE: 


a 
> 
Sa 


aS 
oe 


—< TO HOSPITAL OR ATTENDING PHYSICIAN 
= 


Ee 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
02065 MEDICAL EXAMINER’S CERTIFICATE OF DEATH ice owe OURS 


x YS. 
mn 
?O 

oll 


Gove rise to immediote couse 
DUE TO 


R STATE oO 
LTH DEPT. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceated lived. If institution: Reridence before odmission) 
825 CARROLL : marnano || SE waRyLAND “ON wasHINGTON / 
ae 8 Bb. CITY OR TOWN iH vind cosorte tris, wite EAL Lc. LENGTH OF STAY IN Tb || c, CITY OR TOWN {If outside corporote limits, wile RURAL ond give nearert town) 
See ond gle hacen 
ba 5s UNION BRIDGE 1 DAY HAGERSTOWN) / a 3 
& 3 x d. NAME OF HOSPITAL OR INSTITUTION {If nof in hospital, give treet address} d. STREET ADDRESS e. SSR 
more ; ace : 
: S 3 WESTERN MARYLAND RAILWAY COMPANY 212 PHYLANE DRIVE _ —_ _|ts G_No w 
BES OR 3. NAME OF First Middle Lost « DATE Month Doy Yeor 
ee SG 
Pete (Type or print) MILTON ARTHUR FORE beatH = FEBRUARY 26, 1963 
Sot ee 6. COLOR OR RACE |7. MARRIED [XJ NEVER MARRIED [-]| 8. DATE OF BIRTH ¥- AGE wince [IFUNDES es IF UNDER 24 HRS. 
“ogee MALE WHITE [weowo] — oworceo] | AUGUST 25, 1901 (a eee tga ee & = 
Bie: 5 < 100. USUAL OCCUPATION (Give kind of work dene] 10b. KIND OF BUSINESS OR INOUSTRY (11. TRACE {Stote of foreign country) 2. CITIZEN OF WHAT COUNTRY? 
a? ex during most of working life, even if retired) rs ; 
Se ae g W.M.R.R. GLADE SPRINGS, VIRGINIA U.S.A. 
3g 35 13, FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
oe 8 RUSSELL FORE MARY CARPER 
¢ 52 E 15, WAS DECEASED EVER IN U, S. ARMED FORCES? |16. SOCIAL SECURITY NO. [17. RMFORMANT Addren ie 
28 eu mo, Qe agen ys usr ol sect 
S28 ae sista (05-10-6784 RS JEMIMA FORE, 212 PHYLANE DRIVE, a bEOA- 
- a é = 1B. CAUSE OF DEATH [Enter only one couse per ling for (0), (b), ond {c).] INTERVAL BETWteh % 
HY 
iF8 LS sri rig : Seldon 
£8 AA LU-) DUE TO 
2 
& 
£ 


] 
Conditions, i ony. = (oy 


{0}, stating the underlying 


couse lost. te. + 


EXAMINER: This certificote should be executed within 24 hours after death. 


°° 
£5 
35 
ek 
SH0 
& 
SOc 
ge. 
es gS é PART I, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1[0)|19. WAS AUTORSY 
ow 
eu RE j 
isis 5 tr no 
Ps ge 200, EXTERNAL CAUSE WAS 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port t or Part Wt of item 18.) 
zels 5 ERIMARY [2 or CONTRIBUTING C) 
So = 
F535 be} ets = 
epee 3 [a0c. TIME OF INJURY Month, Doy, Yeor | 20d, INJURY OCCURRED [20e. PLACE OF INJURY (Home. i {aot {City oF town) (County) (State) 
Son? 5 Hour 9, m. While Not while factory, street, office bidg., etc 
ee 28 3 p.m. 9 ot work [] of work [] 
| oe a 21. U certify that ! took charge of the remoins described above, held an Autopsy [_], Inspection iM. Inquiry [J]. ond in my 
ee $ opinion deoth resulted fram: Notural c s PR, Accident [], Suicide [J], Homicide [[], Undetermined monner [1] 
s o 
so 
ZO 
VERS ACTUAL ( DATE SIGNED 
arses BOA ck ‘ai, CHIEF MEDICAL EXAMINER [7] ee 2-63 
> ape ts ¢ ASSISTANT MEDICAL EXAMINER [] 
fea2 VL] | examiver's : 
5.zss 1 [NAME (ype) -GLENN SPEICHAR, M.D. DEPUTY MEDICAL EXAMINER fi) 
cs a —————— es 
Ce es Fie RUNAL, CREMATION. [270: CATE THEREOF Zac. NAME OF CEMETERY OR CREMATORY 22d. LOCATION (City. town, or county) (Stole) 
ogsn pecity : fae 
9 °~9% /). TAL 2/1963 REST HAVEN CEMETERY HAGERSTOWN ,WASH.CO.MARYLAND. 
eas 23. as JAL DIRECTOR'S SIGNATDRE ‘ADDRESS Io. “é D by fea Fab, REGISTRARS SIGNATURE 
VS. AISME ‘ 
$m 2/57 0 EA— HAGERSTOWN, MARYLAND oare edges 


equires that the death certificate be executed 


TOR: After this certificate has been signed by the attending physician and completely 


é 
8 
@ 
36 
se 
cs 
gs 
By 
an 
§—= 
os 
e=2§ 
3355 
bod > 
e= #f 
82538 
z22f2 
esas 
25ge5 
as bs 
greta 
HESSeo 
meess 
pe So 
Regt 
oss es 
ZOfss 
ys 85 
Bs 3° 
£ 8 
sOSs 
Pie) 
EBPs o 
aes 
ome. 
2 
ast = 
Kom os 
BO ae 
Ess 
62588 
meh se 
sod 
Orie. 
VR AIS (4) 
15M 7/61 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


02065 CERTIFICATE OF DEATH 02037 


5s & : 
S ' 3 ia 1 scout DEATH 2, USUAL RESIDENCE a deceasad lived, If Institution, Ri inca befora edmission) 
H 4 . 
a ry a ANY b. COUNTY 
§ we RROLL <oO MARYLAND CA. IPR? ROLL. 
2 Se b. CITY OR & {if outside corporate limits, ¢. LENGTH OF STAY IN 1b S e. Mb. aE: Se oe Timits, write RURAL and give nearest town) 
y Bas wets RURAY ond giva, nearest town) 29R 
SESS S: Keurg f abies AUN STL ae tees 
Bes x HOSPITAL OR INSTITUTION (if not in hospnal, give sree! eddress) d. STREET A oe “SIS RESIDENCE 
ee ¢ ‘ ON A FARM? 
ee ee ROAD ry ee 4 vis] NO [— 
Sa First Middle Last 4 lous Month Day ~ Yaar 
Nn 
ae AS ele ad [c FowlER_| tam FEB. §£ 963 
$= 6. COLOR OR RACE)7. saRRIED [_] NEVER MARRIED [_] | 8 DATE OF BIRTH 9. AGE (In years |IFUNDERT YEAR| IF UNDER 24 HRS. 
z = 7 zy G5" ie cw ee ae ‘Hours ous | Min, Min. 
> IL-4 wioowen [2 bivorcep [] ee 
SUAL OCCUPATION (Give kind vor] 10b. KIND OF BUSINESS OR INDUSTRY | 1W/ARTHPLACE (County & Stale, or oF. country) | 12. CITIZEN OF WHAT COUNTRY? 


HongBuring most of working life, evan if petired) 
PLAC LCL 2 Cr- = | LL -S. a 
5 g na 14. MOTHER'S MAIDEN NAME . 


(MRED: 
15, WAS DECE, 
(Yas, no, or unkown) 


LMT 
ED FORCES? 


Rods alg ‘ hae AE . 
a ; 7 tte ttm, Miah Wnt 


‘8. CAUSE OF DEATH |Eniar only one case 


PART I. DEATH WAS CAUSED BY; 
IMMEDIATE CAUSE (2) _ 


44 of DUE TO 


Conditions, a =} b) ren I ee Goes ation 


gave rise to immadiate cause 


{a), stating the undarlying f CUETO 
cause lest. (e) Zro Se za F Ga. aI TOURS A Gack 
PART Il. OTHER SIGNIFICANT CONDITIOWS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a) 


19. WAS AUTOPSY 


Zz 
Fae PERFORMED? 
3 yes [] No [] 
§ 208. ACCIDENT WAS UNDERLYING [] | 20b. DESCRIBE HOW INJURY OCCURED. (Enier natura of injury in Port | or Pert Il of item 18.) = 
fi ce CONTRIBUTING [1 CAUSE OF Bee 
IF EITHER, NOTIFY MEDICAL EXAMINER’ ” 
c P20. CbkeA> ft 
& | 20e. TIME OF INJURY Month, Day, Yeer | 20d. INJURY ie 200: PLACE OF IUURY (Home, a 20f. (City or town) (County) (Stata) 
= Gen elit While __Nowwhile tory, straet, office bldg., ate. 
a fag PS 19 et work [_] artwork [_] 


. 1 certify that (I) (this hospital) attended the deceased from. < a » WKF that (h) (we) last 
saw the deceased alive on. oe 193 AB, and that death occured aan, from the causes and on the date stated above, 


22a, SIGNATURE 2b. DATE 
ATTENDING STAFF SIGNED, 


VA SE (7ra= mp. | PHYS. rR ol DIRECTOR O Ps. O 


Re oy, OS THOME WP cect gta ie 


NAME OF CEMETERY OR CREMATORY 23d, LOCATION (City, town or county) 


a ~{Steta) 


23c. 


230. BURIAL, CREMATION, ny DATE THEREOF 


REMOVAL (Specify) 2.3 


ID BY REGISTRAR | 2Sb. REGISTRAR’S SIGNATURE 


oat FEB 1 3 19 pcherkes Yesctgee 


ADDRESS 


Chek, 


TT. 


« 


director, page 3 should be detached for use as the burial-transit permit. Then please remove car] s 


TO HOSPITAL 


jeath certificate be executed @ 24 hours after 


TOR: After this certificate has been signed by the attending physician and completely filled in by the funeral 


ENDING PHYSICIAN: The law requires that the di 


1 MARYLAND STATE DEPARTMENT OF HEALTH 
IVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


206% CERTIFICATE OF DEATH 2 


z = —— -— = 
i t PLACE OF DEATH 7 7. USUAL RESIDENCE (Where deceased lived, Hf inslitulfon: Residence before ee 
* ¢. STATE b. COUNTY 
3 MARYLAND Maryland Montgomery “ 
q B. CITY OR TOWN [if outside corporate limits, ~ |e. LENGTH OF STAYIN Ib || ¢. CITY OR TOWN (If outside corporete limits, write RURAL end give neerest town) 
so ‘write RURAL end give nearest town) \ 
—3 Za 6 Rockville : ) is 
32 “| Syke e 7_mo., 16 days. : _ fede sD 
ae | d. ME OF HOSPITAL OR INSTITUTION [if not in hospitel, give met eddress) d. STREET ADDRESS @. 1S RESIDENCE 
oy! ONA FARM? 
m8 | Springfield State Hospital 11446 Schuylkill Rd. 
o 3. NAME | oe First Middle lest 4, DATE Month 
” DECEASED OF 
Mype rein) = Bligabeth Caroline Snyder Frey veatH =: February 5 1963 


IF UNDER J YEAR 
ieee Days 


5. SEX OLOR OR RACE 


Fe White 


Wa, USUAL OCCUPATION (Give kind of work 
done during most of working life, even if retired) 


IF UNDER 24 HRS. 
Hours Min. 


7, MARRIED oO NEVER MARRIED [_] 'B, DATE OF BIRTH 9. AGE (In years 


wioowen [4 —_pivorcep [-] 9-20-95 ey 


10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE | (County & State, or Toreign country) |” CITIZEN OF WHAT COUNTRY? 
lie oe Pennsylvania _ Wu Send Se 


Housewife 
13. FATHER’S NAME : 14. MOTHER'S MAIDEN NAME = 
| 
Jacob Snyder | Caroline AR. EVA 


15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO.) 17. INFORMANT =F Address 
{Yes, no, or unkown} | (Ifyes give werordates of service) 
; ,. Se ‘ see Springfield State Hospital, Sykesville, Mde_ 
§ 18. CAUSE OP DEATH [Enter only one cause per line for {e). (b), end (c).) “Y ieteavat BETWEEN 
2 ONSET AND DEATH 
a2 PART |, DEATH WAS CAUSED BY: 
= IMMEDIATE CAUSE (e) _Aterio-sclerotic heart disease —| years ———— 
5 +Y DUE TO 
§ Conditions; if ony. which | _Arterio-sclerosis years 
4 gave rise to Immediete couse 
2 fe}, steting the underlying ( PVUETO 
@ cause bast a 
= 5 PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART He) 19. WAS AUTOPSY 
3 , 12 —=— RFO 
. = 
3 als = ot Eu a EI es Sphanoniele 
= i 20a. ACCIDENT WAS UNDERLYING [1] | 20b. DESCRIBE HOW INJURY OCCURED. (Enter neture of injury in Pert I or Pert Il of item 1B.) 
e & | OR CONTRIBUTING [] CAUSE OF DEATH 
= © [(lF EITHER, NOTIFY MEDICAL EXAMINER) 
as 22 aa oe —— a> a5 
a % | 20c. TIME OF INJURY Month, Day, Yoor 20d. INJURY OCCURRED | 200. PLACE OF INJURY (Home, farm, | 201. (City or town) (County) (State) 
3 a Bot aati While __Not While fectory, street, office bldg., etc.) | 
2 Ey rey 9 at work [|] et work \ 
i fo ee eee 
i 21. 1 certify that (I) (this hospital) attended the deceased from.. bre 20 62 ooccnr 19 aa patos Om be 63. ae, 2 19....4, that (1) (we) last 


saw the deceased alive | on... i Qe Gn 3... Series ... and that death occurred a6 ome the causes and on the date stated above, 


be filed with the State Dept. of Health prior to burial, cremation, or removal, and in any event, 


a Zia arte ; anes IAFF 22b. BONED 
wa p vA wna mo. | PHYS. DIRECTOR oO PAYS. oO 

aig | 22c. PHYSICIAN'S = 22d. ADDRESS : <<) 2 
2 4 NAME (Type) 

; __._I1se_Kanm, M.D. _|_____. Sykesville, Maryland... 
€ Za. BURIAL, CREMATION, = DATE ees ~[23e,,NAME OF a em OR CREMATORY 23d, pp Pay town er county) (Stete) 

3 i tS 
so Lill ¢ 

| 250. REC'D BY REGISTRAR | 25b. evn. 'S SIGNATUR 


A Wpleed a Ye. 


ves. (a IRECTOR'S SIGN 
1SM 7-62 ee 


DATE rp if: 


joul 


é 24 hours after 


hysician and completely filled in by the funeral 
ent, within 72 hours after deat! 


ing pl 


jician, 
ed by the attendi 


ign 


TENDING PHYSICIAN: The law requires that the death certificate be executed 


retained by the hospital or attending phys: 


TOR: After this certificate has been si 
director, page 3 should be detached for use as the burial-transit permit. Then pleasa remove carbon papers. Pages 1 and 


T 


&: 


TO FUNERAL D 


be filed with the State Dept. of Health prior to burial, cremation, or removal, and jj 


TO HOSPITAL OF 
death. Page 4 


VR AIS [ 


15M 7-62 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


. : CERTIFICATE OF DEATH 020 139 


1, PLACE OF DEATH = 2, USUAL RESIDENCE (Whera deceased lived, If institution: Residance bofore edmission) 


s cOUNTY Carroll o.state. Maryland ».counry Frederick 


MARYLAND 


‘¢, LENGTH OF STAY IN tb ¢. CITY OR TOWN (If outside corporete limils, write RURAL end give neerest town) 


Sy. Tm. 18dys Thurmont 


'b. CITY OR TOWN {if outside corporste limits, 
writs RURAL and give nearest town) 


Rural--Sykesville 


_] 4. NAME OF HOSPITAL OR INSTITUTION (if not in hospitel, give street eddress) ||" 4. STREET ADDRESS +. 15 RESIDENCE 
| AFA 
| Springfield State Hospital — ves [NO Be) 
a8 TAME Fe First Middle Last 4. DATE Month Dey “Yeor 
OF 
{ype or print) Mary Elizabeth Fritz DEATH 3 18 = 1963 
5. SEX 16, COLOR OR RACE|7. MARRIED oD NEVER MARRIED Oo 8. DATE OF BIRTH 9. AGE (In years |IF UNDER T YEAR| IF UNDER 24 HRS. 
day) |"Months| Di SH Min. 
female white wioowep [3%] oivorceo [7] 1/6/7h Be ee | pg [Oe | Ms 
10a. USUAL OCCUPATION (Give kind of work | 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (County & Stee, or foreign country) | 12. CITIZEN OF WHAT COUNTRY? 
done during sages life, even if retired) 
housew. | Maryland USA 
13. FATHER’S NAME - 14. MOTHER'S MAIDEN NAME wT 7 * 
Daniel Baker Mary Moul 
i WAS Caaeaa ie IN U.S, ARMED FORCES? ; 16. SOCIAL SECURITY NO.| 17. INFORMANT % i ink are © 
5, no, or unkown) | {ifyes give warordatesofservice| 
no unknown Springfield Hospital records - Sykesville le, Md. 
18, CAUSE OF DEATH [Enier only one cause per line for (e), (b), end (e).] INTERVAL U BETWEEN 
ONSET AND DEAT! 
PART |, DEATH WAS CAUSED BY 
" IMMEDIATE CAUSE [ol Congestive heart failure iE days 
/ A DUE TO 
Conditions, it any, which »)_Bronehopneumonia |__days 


gave rise to immediete couse 
fa), stating the underlying (| OVETO 
causa last, (c 


z PART Il, OTHER ea in gyn CONDITIONS CONTRI TO, DEAI pa aay LaF re et. a ue INAL OI: poe een] JON on IN PART ta) 1) 19. WAS AUTOPSY 
°) Chroni ‘ome +) PERFORMED? 
$| mtrits on, Ayenile brain disease npsychot : areas vane —_ vs LF] NOD 
= 20e. ACCIDENT WAS UNDERLYING s_ 2Db. DESCRIBE HOW INJURY OCCURED, (Enter nature “of i injury in Pert | or Part Il of item 18.) 
& | OR CONTRIBUTING [] CAUSE OF DEATH 
& | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
z 20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 2Da. PLACE OF INJURY (Home, ferm, | 20f. (City or town) ~~ (County) ~ (State) 
Secrka.g While __ No! While factory, street, office bldg., ete.) | 
= as 19 et work [-] @t work 
21. 1 certify that Qf (this hospital) attended the deceased from........Q/ IML. sce W922, Qe. AL ALL oo cco , 1R22., that & (we) last 
saw the deceased alive onic /18/.. 19.63, and that death occurred ode op AM the causes and on the date stated above, 


228; EI aan yey ATTENDING MED, STAFF ia SIGNED 
i ae baat athe EA wo [sO ais CO Pars. + es + 2/20/63 
22c. PHYSICIAI ie 22d, ADDRESS pr. ngfie d ospi tal 
NAME UyeeV Al fred Je Shulman, M.D. Saal _ Sykesville, Maryland _ 
23a. bal A eee | 23b. DATE THEREOF Va NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town or county) 
ial peeles ___| Church of God Cemetery Uniontown, Maryland __ 
24 bAL RECT GRE ADDRESS RY, Wes” W inane 
C.0.Fuss & Son ___ Taneytown, Maryland _ om EB LY 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


2063 ____C CERTIFICATE OF DEATH 02040 


: 
é 1. PLACE OF | PLACEOFDEATH 2. USUAL RESIDENCE (Where deceased lived, If institution: Residence before admission) 
ms coe @. STATE b. COUNTY 
g es Warrely = MARYLAND _ Maryland _ Ey, 
is b. CITY OR TOWN [if oulside corporate limits, ¢. LENGTH OF STAY IN Tb c. CITY OR Joa {If outside corporate limits, write RURAL and give neeres! town) 
= oe RURAL and give nearest town} | ; 
HS kesville 11 mos./27 das. Baltimore #11 av a, 
e d. ~ ‘OF HOSPITAL OR INSTITUTION (if not in hospital, give strea! eddress) lf d. STREET ADDRESS: e Aa 
ia |___ Springfield State Hospital 3622 Elm Avenue __| vs [No fe] 
2 “3. NAME OF First Middle Lest 4. DATE Month Dey Year 
2s eee oee, OF 
a z 
EA. Seg) John Edwin GILES | aa aes February its 196; 
8 2] 5. SEX 6. COLOR OR RACE|7. maRRIED or NEVER MARRIED o XY] 8. DATE OF BIRTH (9. AGE (In years {IF UNDER 1 YEAR| ‘IF UNDER 24 HRS. 
ue} ete naayl Lt aly Deys | Hours | Min. 
5a male white wipowen [_] pivorceo [] | 6/17/98 oe. yas | 
cf 108. USUAL OCCUPATION (Give kind of work | 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (County & State, or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
ice) done during most of working life, even if retired) 
te Wee Ts). «* ee | Maryland U.S.A 2 
13. FATHER’S NAME ja. none 'S MAIDEN NAME 
Michael Joseph Giles (dec.)_ | Caroline Iudwig (dec.)_ = 
15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO.| 17. INFORMANT Address 


(Yes, no, of unkown) | (Ifyes give warordatesof service) 


no 


Springfield State Hosp. Redords _ 


ERVAL BETWEEN 


The law requires that the death certificate be executed 


. J 
AG 
Sep 
ge 
a gs 
Soe 
Ss 
a8 
2.2 
e=+ 1B. CAUSE OF DEATH [Enter only one cause per line for (8), (b), and (e).) 
ga 5 i PART I. DEATH WAS CAUSED BY: infarction. CE Ta 
Byes immeniate cause is) Heart fallure due to extensive old 1t. mycardial | years _ 
45% 2 DUE TO 
fcle Conditions, if any, which ) Severe coronary arteriosclerosis. | years 
23s 5 geve rise to Immediate cause 
b edi ae (a), stating the underlying OUE TO 
ee cause lest (__ Bronchopneumonia. days __ 
a Sota z PART Il. OTHER SIGNIFICANT CONDITIONS inne TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1e) WAS AUTOPSY 
BSyo mT CIEATEY 
OG= co BE 5 YES no (]_ 
2ss $2 = 120a. ACCIDENT WAS UNDERLYING [|] | 20b. DESCRIBE HOW INJURY OCCURED. (Enter nature of injury in Part | or Part Il of item 1B.) : 
ia] Sa & | OR CONTRIBUTING [] CAUSE OF DEATH 
mests G |e EITHER, NOTIFY MEDICAL EXAMINER) 
Os se FY s 20c. TIME OF INJURY Month, Day, Yeer | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, 20. (City or town) (County) “(State) 
4,53 S Hours acm While __ Not While factory, street, office bldg., a 
e2 at 3% a as 19 __|at work [] at work 
HOR & 21. | certify that (I) (this hospital) attended the deceased from..... 18/62... % £10 SAAT LOB oss Worsece that (1) (we) last 
Ze saw the deceased alive ,on..... POs E a5, , and that death occurred al7. OMe causes and on the date stated above, 
° Boo er pe Wi, Les yx pl ATTENDING MEO. STAFF 276. ON 
We Bog ALT: fA Je bis _-t~— mo, | PHYS. oO DIRECTOR ra esl PHYS. Dt 2/r/ea 
x 33 Rs 322, PAYSICIAN’ = 74 '- j 3 : 22d, ADDRESS — 
i) = NAME (Type) 
ma 53 Ellis_S. Margolin, M.D. ape: Maryland 
o2633 ‘) \230. BURIAL, CREMATION. |23b. DATE THEREOF | 23c, NAME if CEMETERY 4 it i 23d. LOCATION (civ, town er Sa 
makes Ny REMOVAL {Specity) a CG) 
ovovsd \\, / lfro €3 Yew) CC tak/ 7) 
I < Rs, 24 FUNERAL DIRECTOR'S SI wip ld G “Eg 9 rey Polcind aes Po AR'S ‘te 
15M 7-62 a BM fj ‘ISA ue ro 


ealh. 


6 24 hours after 


te has been signed by the attending physician and completely filled in by the. 


director, page 3 should be detached for use as the burial-transit permit. Then please remove 


in Papers. Pages 1 and 1 


wii 72 hours after di 


|, cremation, or removal, and in any even! 
< 


| or attending physician. 


‘ained by the hos; 


ENDING PHYSICIAN: The law requires that the death certificate be executed 
‘OR: After this certifi 


*: 


ie) 
TO FUNERAL DI: 


the State Dept. of Health prior to burial, 


death. Page 4m 


TO HOSPITAL 
be filed with 


) ‘23a. RURAL. CREMATION, j 23b. DATE THEREOF 
‘AL (Sp: 


MARYLAND STATE DEPARTMENT OF REALTIN 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARS 
CERTIFICATE OF DEATH 


i Bese EATH = 1-2, USUAL RESIDENCE (Where decoazed lived, Hf Institution: Residence belore edmission) / 
= a. STATE b. COUNTY 
Carroll MARYLAND | Maryland ederick rf 
b, CITY OR TOWN (if outside corporeta limits, | ¢. LENGTH OF STAY IN Ib ¢. CITY OR TOWN [If outside corporete limits, write RURAL and give nearest town) 
write RURAL and give nearest town) 
(Rural) Sykesville, Mde  |hOy 7m ha | Smithsturg, Route 5 DRK- > 
d. NAME OF HOSPITAL OR INSTITUTION (if not in hospitel, give steer eddress) d. STREET ADDRESS ea alge 
NA FARM 
Springfield State Hospital | wwe ves ff] No] 
& bias or First Middle Lost | 4. DATE Month Dey Yoor 
|” oF 
(Type or print) Guy £5 Gouker | DEATH 2 21 19 «63 
5. SEX "] 6. COLOR OR RACE) 7. MARRIED [-] NEVER MARRIED Po] | 8+ DATE OF BIRTH 9. AGE (In yeers |JF UNDER 1 YEAR| IF UNDER 24 HRS. 
8 birthday) |"Months| Deys | Hours | Min. 
nale white wipoweo [_] pivorceo [_] 7-17-79 yrs. 


10s, USUAL OCCUPATION (Giv, 


| 1Ob. KIND OF BUSINESS OR INDUSTRY | TI. BIRTHPLACE (County & Stale, or foreign country) | ¥2, CITIZEN OF WHAT COUNTRY? 
i 


-- | Maryland USA 
13. FATHER'S NAME | 14. MOTHER'S MAIDEN NAME ‘: 
Curtis Gouker | Annie E, Trader 
15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO.| 17. INFORMANT =e, Address cs 
(Yas, no, or unkown) | (Ifyes give werordetes of service) 
: no \unkrewm none) Hospital Records 
18. CAUSE OF DEATH [Enter only one cause par line for (a), (b), and (c).] INTERVAL BETWEEN 
ONSET AND DEATH 
PART I. DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (e) __ BYOnchopneumonia days 
DUE TO 
Conditions, if eny, which ) Dehydration 
pave rise to immadiate cause : 
(a), steting the underlying ( CUETO 
cause lest, le) ‘=. F 
z PART Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(e)| 19. WAS ounce 
——.  —  . Paes pst caiitad? 
= 
$|_Schizophrenic reaction, paranoid type ae" [vs [No 
= [20a. ACCIDENT WAS UNDERLYING oO 20b. DESCRIBE HOW INJURY OCCURED. (Enter neture of i injury in Part Por Pert Ii of item 18.) 
& | OR CONTRIBUTING [] CAUSE OF DEATH 
G | (UF EITHER, NOTIFY MEDICAL EXAMINER) a, 
s Oe. TIME OF INJURY Month, Dey, Yoor | 20d, INJURY OCCURRED | 200. PLACE OF INJURY (Home, ferm, | 20{. (Cily or town) (County) (Stete) 
FA Teoc. Sgt While __ Not While fectory, street, office bldg., etc.) | 
2 19 jt work [_] at work [_] ! 


21. 1 certify that (I) (this hospital) attended the deceased from...... September IOL, t0..222V nn... , 1993:, that BW) (we) last 


saw the deceased alive on....2_2), Ad. $3. and that death occurred ENERO lacie tha dédiises end <onv the ddthe Htajadsiahenes 
+ i a 22b, DATE 


ATTENDING MED. STAFF SIGNED 
Pepe mp, | PHYS. oirector [_] PHYS. [X] 2-21-63 


~~ | 32d, ADDRESS 
Yasuo Takahashi, Me. Springfield State Hospital 


23. NAME OF CEMETERY OR CREMATORY ty LOCATION town or county} ~ (State) 


Myersville, Fred .Cco.Md. 
-Grossnicklet a ren Dt ht Geach KE OP's May 


Hyersvilie, ma 5 1963722 ae 


N 


(Typa} 


Leet 


The law requires that the death certificate be executed 


ENDING PHYSICIAN: 


TO HOSPITAL O 


¢ 24 hours after 


re 
TO FUNERAL 


death. Page 4 mi 


MARYLAND STATE DEPARTMENT OF HEALTH pe 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


Ce 


92071 CERTIFICATE OF DEATH ! 

2 ——— - = = 
g 1, PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived, If Institution: Residence before admission) 
2 2. COUNTY a, STATE b. COUNTY 
2 Carroll = : ___ MARYLAND || Maryland Allegany 
bsg b. CITY OR TOWN {if outside corporate limits, | ¢. LENGTH OF STAY IN Ib c. CITY OR TOWN (le ‘outside corporate limits, write RURAL and give nesrest town) 
a & 4 write RURAL and give nearest town) } 
2,8. -|Bural_-- Sykesville 1, Bm, 8d. || Flintstone Bd x= he 5. See 

3s |. NAME OF HOSPITAL OR INSTITUTION (if not in hospital, tree! address) d. STREET ADDRESS IS_RESIDENCE 
4 1 
= 2 e ON A FARM? 
>o38- field State Hospital & . __| vs xo Ee 
oer 3. NAME OF First “Middle Last >| 4. DATE Fs om “Dey = Year 
Ben DECEASED OF ae 
Ee ie Sore Gola. * Seng Grasser DEATHS 2 2 1963 
8 sXe 5. SEX 6. COLOR OR RACE) 7, MARRIED Oo NEVER MARRIED [_] “8. DATE OF BIRTH 9. AGE (In years |fF UNOERT YEAR) IF UNDER 24 HRS. 
2 ri F last bicthday) pacha Days | Hours | Min. 
53a Female White wipowenx] _ivorcto [] | JULY 712, 1888 ied Erss|! te 
so $ TOs. USUAL OCCUPATION (Give kind of work | 10b, KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (County & Slate, or forcign country) | 12. CITIZEN OF WHAT COUNTRY? 
iste dona during most of working life, even if retired) | 
$82 | HOUSEWIFE | OWN HOME| Wa VA. og | UGH ws 
ao . 13, FATHER’S NAME | ‘14. MOTHER'S MAIDEN NAME t 
oft | 
§3z PHILLIP ©? | NAN cy ARMATROUT, 

a 


55% 15. WAS DECEASED EVER IN U.S. ARMED FORGES? | 16. SOCIAL SECURITY NO,| 17. INFORMANT _ Address 

ait (Yas, no, or unkown) | (Ifyes give werordatesofservica) 

Pian No a NONE _| Spring field Hospital records, Sykes ‘lle, Md, _ 
ere 5 18. CAUSE OF DEATH [Enter only one cause per line for {a), (b), and (c).) an RVAL TerTWEEs 
SBEy PART I. DEATH WAS CAUSED BY = gt el 
ay a5 /— >, weeniate cause ie) Multiple lung abscesses __|__weeks ___ 
S535 +3 hahaa DUE TO 
feke Conditions, if any. which _ Bronchopneumonia |__days ¢ 
2 3 BS gave rise to immediate couse 
id aa {a), stating tha underlying OUE TO 
Lar ase Inst ti Le aa 4 as 
5 oa 4 PART Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE “CONDITION GIVEN IN PART Tel 19. WAS AUTOPSY 
£882 2] CBS assoc. other diseases of unknown or uncertain causes without a pila 
BS04n “|S ; Mental deterioration, — aes J No 
eS 5 ann & Pte: oO “20b. DESCRIBE HOW INJURY OCCURED. {Enter nalure of injury in Part | or Part Il of item 18. ) . 
eS & | OR CONTRIBUTING “S CAUSE OF DEATH | 
e2fs & | UF EITHER, NOTIFY MEDICAL EXAMINER) | 
= 52 Hy | 20c. TIME OF INJURY Month, Day, Yoar | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, (City or town) (Coupiy) (State) 
2 vy 

eur 6 Hour a.m. While __ Not While factory, street, office bldg., etc.) ihe 
B<3 3 & a ” at work [-] at work [] ! 
£ ys. 
S08 o 21. 1 certify that (I) (this hospital) attended the deceased trom... 9-25-61 he 2 2m63. Firsts 1 19.402, that (I) (we) last 


saw the deceased alive. on......2°2" 


and that death occurred a2: 15a “the causes and on the date stated above. 
© 22b. DATE 


: ATTENDING MED. ATF SIGNED 
+f _ | PHYS. (1 omector [} PHYS. pee 
Sage CL Ue ea a Sees 3 =o ae 
Ellis S. Margolin, M.D. 


23a, BURIAL, CREMATION, 3b. DATE THEREOF 23¢. NAME OF CEMETERY “OR CREMATORY — 


BEHPYAL, Srecimn 2 /6 /1963 _ DOLLY CEMETERY FL 


' 124 FUNERAL DIRECTOR’S SIGNATURE ADDRESS ¥ “) 25a, REC'D BY REGISTRAR | 2Sb. REGISTRAR’S SIGNATURE 


YRON KIGHT CUMBERLAND, MD. lone FER 5 feels Judge. 


E PHYSI 
NAME (Typa] 


723d. LOCATION Tena town or awe 


director, page 3 sho 
be filed with the State D 
—_ 


VR AIS (4) 
ISM 7-62 


é 


a 


a 24 hours atior EY 


hours aftd 


removal, and in any event, within 7 


ion, or 


ENDING PHYSICIAN: The law requires that the death certificate be executed 


4: 


‘OR: After this certificate has been signed by the attending physician and completely filled 
pt. of Health prior to burial, cremat 


director, page 3 should be detached for use as the burial-transit permit. Then please remove carbon papers. Pages 


‘etained by the hospital or attending physician. 


death. Page 4 m: 
be filed with the State Dey 


TO FUNERAL Di 


TO HOSPITAL O: 


if 


VR AIS (4) 
1SM 7-62 


PLACE OF DpAgE s i es ' 2. USUAL [DENCE Le deceesed lived, Hf institution: APNE lamigpion) 
b. CF mewn (it ws S ‘dis wd 


} 23a, BURIAL, CREMATION, 2 DAAE THEREOF 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 
Wy, _GERTIFICATE OF DEATH 


2, COUNTY IY YO Le 


@. STATE 


dhe, b. COUNTY es] 7 


MARYLAND 


Bp Fu OF STAY " ‘Yb 
a. 1 OF HOSPITAL ©) ems vd ptree! hand 

3. aos rises ‘itst idle last 
(Tye or print) WIM A . Ge 


& city Omtsi rth, 700 limits, write ae” bo give ‘neerest town) 


ane 


oon ; 
[pie Or ee 


[4- DATE Month ‘ asks x 


é DEATH we — - 9 6 5 


eee ae aC OPER EUUNCE a MARRIED DRNEVER MARRIED [~] 


\ wibowen [] pivorced [_] 
a, USUAL OCCUPATION laws kind of work | 4Ob. KIND OF BUSINESS OR INDUSTRY | Ta) 


, | MND; 
ety Liege “Daina bene 
incbiallia scatumuat ee SY aa ipa Fel Keb A, SSA 
= 


yn. 
{PLACE (County & Stele, or foreign country) jen ae OF \ i “COUNTRY? 


ra o 9. AGE (In years nate? s IF UNDER 24 HI 


day) coor | Days | Hours | Min. 


—. 


18. CAUSE OF DEATH [Enter only one cauge-fer Pye for (e), (b), end (e)-] ARIAT BETWEEN % 
ONS! Te 


PART |. DEATH WAS CAUSED BY; 
IMMEDIATE CAUSE (e)_ VOREHO 


sa =) AAs pr efprt Aahertirs oer / 


(a), stating the underlying DUE TO 
cause | 


(e)__ 


z Til. OTHER SIG! NT CONDITIONS GONTRIBYTING TO DEATH BUT AOT REVATED TO TH aad SEAS CONDITION iy. IN oy uy 19. WAS AUTOPSY 
£ 4 PERFORMEQ? 
$ dh yes [] No 
= | 20s. Bias WAS UNDERLYING [] | 20 FW IN ie fates tfoSe ‘ 
& ] OR CONTRIBUTING [] CAUSE OF DEATH 
G | UF EITHER, NOTIFY MEDICAL EXAMINER) 
s 20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, | 201. (City or town) (County) (State) 
a Henan While __ Not While | factory, street, office bldg., ete.) | 
= p.m. rT) Jet work at work | 2 
2. I certify thai (this te altgnded the deceased from.. VO. goin tbarennny 192. Sthal (we) last 
saw the deceased ali +e uA o 3 and thal death Sv he EA ee from ihe causes and on the date 4taled above. 
22e. ond Yl: = 22b. DATE 
ATTENDING MED. STAFF SIGNED 
Seif GRE (Ame mp. | PHYS. pirector [] PHYS. eZiey 
22e. "en T = 2 — % 3 ae 
¢ 7 ( 
ONSTAR WII UZ LCPER Liv aa / GS SUG, 
23e., NAME OF CEMETERY OR CREMAYORY had. LOCATION oo town or >. (Stete) 


era (Specify) 


Kado ‘oe - (Emp BALTO: 


25e. RE " BY REGISTRAR | 25b, rae oe SIGNATURE 


RS EL ES 


24 ee DIRE “TOR S SIGNATURE ADDRESS 


EYlol FOMsbae sony AVE. 


Jon FEB _5 1963 eg 


Re 


san. + aldo’ ie. — at gee 


P q + rar va ey ee ok oa 

Se eas TAPS 

J pene Bi - 
iy be . oo 

ie wu 
ee 


‘ua 


Eo nt oe ase 


t De tat 
d ° ~~ = ‘ Pin = 

ERK TR HSS Nv oe HSS 
Rs Bo pie ede 


; 


re AD ory 


oS ete me = DEP ‘ 


Gir Eh 
if abn agree eb ane ent 
ay 


ed tees 


sane 8 a 


lied in by the funeral 


jours after death. 


@ 24 hours after " 


ding physician and completely 
permit, Then please remove carbon papers. Pages 1 and 2 s 


I, and in any event, wit! 


The law requires that the death certificate be executed 
ed by the atten 


Lor attending physician. 


TENDING PHYSICIAN: 
TOR: After this certificate has been sign 


retained by the hospi 


T 


OP. ,: 


director, page 3 should be detached for use as the burial-transit 
be filed with the State Dept. of Health prior to burial, cremation, or removal 


TO HOSPITAL 
death. Page 4 
TO FUNERAL 


VR AIS (4} 
15M 7/61 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 
CERTIFICATE OF DEATH 


1. PLACE OF DEATH A 3 15 pa RESIDENCE (Where daceased lived, If institution: 82044. ) 


e. COUNTY TATE b, COUNTY 
Carroll MARYLAND _ laryland Carroll 
b. CITY OR TOWN {if outside corporate limits, ¢. LENGTH OF STAY IN 1b ¢, CITY OR TOWN (if outside corporate limits, write RURAL end give nearest town) 
write RURAL end give rest town) 
Westminster 50 yrs 2) Westminster a4 » 
d. NAME OF HOSPITAL OR INSTITUTION {if not in hospital, give street address) ¢. STREET ADDRESS 2 ISIRESIDENCE 
24 W. George Street 4 | )24 W. George Street ves NGI 
3. " NAME C oF First ~ Middle last 14 DATE "Month Dey Year . 
ese eiay Herbert Thomas Greenholtz, sr. pean «6s Feb. 12 1963 
5. SEX 6. COLOR OR RACE| 7, 7, MARRIED] NEVER MARRIED D] B. DATE OF BIRTH 9. AGE Wes IFUNDER1 YEAR| iF UNDER 24 HRS. 
thday) |" Month: Ho Min, 
male white free aol aie ences May 7, 1897 Bspiehsey [Months] Bays: | “Hows in 


We. USUAL OCCUPATION (Give kind of work 


TOb. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (County & Stele, or foreign country) ] 12) CITIZEN OF WHAT COUNTRY? 
done during most of working life, even if retired) 


County road worker __— retired ‘ | _Carroll County , Md. | __.S.A. = 
13. FATHER’S NAME | 14, MOTHER'S MAIDEN NAME 
Samuel Greenholtz | Emma Rickell = Ads 


15. WAS DECEASED EVER IN U.S. ARMED FORCES? 
{Yes, no, or unkown) | {Ifyesgive weror detesofservice) 


Yes World War J 


17. INFORMANT Address 
Mrs. Hazel V. GSreenholtz same 


16. SOCIAL SECURITY NO. 
216-07-3853 
‘18, CAUSE OF DEATH [Enter only one cause pyrtine for (e), (b), end (c Lie ) INTERVAt BETWEEN” 
ONSET AND 
PART |, DEATH WAS CAUSED BY 
IMMEDIATE CAUSE (0)__ sn ica O Cx rhe wed. rage 


DUE TO 


Conditions, if any, which (b) e 2 - 
gave rise to immadiate ceuse 


{a], stating the underlying (| DUETO ae 
cpuse fast. {e) ~*~ _ 
z PART Il, OTHER SIGNIFICANT CONDITIONS CONTRIGUTING TO DEATH 6UT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART W(a)] 19, WAS AUTOPSY 
— ‘0 
i. ————e 
Als vis [] NO 
4 = 20a. ACCIDENT WAS UNDERLYING [] | 20b. DESCRIBE HOW INJURY OCCURED. (Enier nature of injury in Pert I or Part Il of item 18.) 
& | OR CONTRIBUTING [] CAUSE OF DEATH 
& [MIF EITHER, NOTIFY MEDICAL EXAMINER} 
z 20c. TIME OF INJURY Month, Dey, Yeer | 20d. INJURY OCCURRED | 200. PLACE OF INJURY (Home, form, | 20f. (City or town) {County) (Stete) 
a Hour agi. While Not While factory, street, office bldg., etc.) H 
3 19 ‘et work [_] ot work [] \ 


ttended the deceased from....L/ a 


2. 1 certify that (I) (this hos; 


saw the deceased alive on. 


1983, that () (we) last 


, and that death ee i bY, oo, from the causes and on the date stated above. 


22e. SIGNATURE 22b. DATE 
/ | ATTENDIN' MED. STAFF SIGNED 
{ Mp. | PHYS. DIRECTOR | dak PHYS. 
122¢. PHYSICIAN'S wT fea ADDRESS 
NAME (Type) | 
|AME OF CEMETERY OR CREMATORY _ 23d. LOCATION (City, town or county) (Stale) 


9) 23. BURIAL, ce ‘ips ~ DATE T THEREOF lied 


Al (Specify) i 
REMOVAL {Speciy 2/15/63 __ CKpildeen. Cece Westminster, RD Maryland_ 


INERAL L DIRECTOR'S | SIGNATURE ADRRESS 25a, REC'D BY REGISTRAR | 25b. Ulin ube "SIGNATURE 


2 Zecagehe, Shc, obeT tern, Fook ok EBN9 1963 fCorby Joage 


- 1 MARYLAND STATE DEPARTMENT OF HEALTH 
FOR STATE 
HEALTH DEPT. 


0207 


1 PLACE OF DERTH 7 
e. COUNTY 


b. CITY OR TOWN [if outside corPorete limits, ¢, LENGTH OF STAY IN Ib | 


write RURAL Wacdetytey / | 
Mae IAME OF HOSPITAL OR INSTITUTION (if not in hospital, give str address} || 


3. NAME OF 
DECEASED 


(Type or om) bo W/, WA (T. 
5 “mM 6. COLOR OR'RACETT, saRRiED agra MARRIE 


MARYLAND I"; 


6 
& 
% 
o 
o 
2 
1 


fter degth, 
x/ = 


First Middie lat @ 4. DATE 


WIDOWED DIVORCED a) 
| 1Db. IND OF BUSINESS ‘OR IN! RY, 


ithin 72\hours a 
} 


| cal 


gl- 19709 


BIRTHPLACE (State or fgreign ue 


Wa. USUAL OCCUPATION (Give kind of 


done, working v even if rel 


FATHER’S MAME 


| 

F | 4 -MOTHER'S MAIDEN NAME 
‘ ‘I 3 
| Cé 


om FORCES? | 16. SOCIAL SECURITY NO..17, INFORMANT 


lie aa /. g- / / 77 ies : 


18. CAUSE OF DEATH [Enter only one cause per |; 
PART |. DEATH WAS CAUSED BY; 


IMMEDIATE CAUSE (e). 
a 4 


DUE TO 
Conditions, if any, which (b) 
gave risa to Immadiate couse 
(a), stating the underlyi 1 
cause last. te) 


S DECEASED E 
{ves ne, of unkown) 


pencil in Item 18. Give Pages 1, 2, and 3 to the funeral director. Page 


Office along with form PM3. Page 5 may be retained for your, fi Pe 


burial-transit permit. File pages | a 
in, or removal, and in any event 


DUE TO 


PART ll. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DI DEATH 8UT ‘NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1 ie) 


This certificate should be executed within 24 hours after death. If = 


ont] 
OF 
RAS | em 6 
. GATE OF BIRTH 9. AGE (In yeers 


lest bigthdey) 


ek yrs. 


ion of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 
Bie atcha eee S CERTIFICATE OF DEATH 


045 


| 2. USUAL RESIDENCE (Where deceased Tved, If institutions Residence before Steantion) 


1S RESIDENCE 
ON A FARA? 
yes (] No 


~ Yeer 


= 963 
IF UNDER 1 YEAR| IF UNDER 24 HRS, 
Beare Deys us| Min 


‘Dey 


Min. 


Hours | 


‘12. CITIZEN OF WHAT COUNTRY? 


le) 3A 


a 2-3 1 


’ “INTERVAL BETWEEN = 
ON: AND DE 


19. WAS AUTOPSY 
PERFORMED? 


YES CO) N° bt 


(County) (Siete) 


ae 
oe 
3f 
BE 
ge 
2s z 
pls 3 
ea33 (3|__ 
oD © | 20s. EXTERNAL CAUSE WAS | 2b. DESCRIBE HOW INJURY OCCURED, (Enter neture of injury in Part | or Part Il of item 1B.) 
aes & | PRIMARY Cy or CONTRIBUTING (1 | 
Bos & | Cause OF DEATH, | 
=e a aS = . . 
Gee S | 20c. TIME OF INJURY Month, Dey, Yeer | 20d. INJURY OCCURRED 20s. PLACE OF INJURY (Home, form,” 201. (City or town) 
S vy 
chee eS suratars While __ Not While factory, street, office bldg., ete.) | 
oe ¢ a 9 ‘ot work [_] et work 1 
as. 
i, 
ges 


's designated agent, prior to burial, crematio: 


er 
TO FUNERAL DIRECTOR: Page 3 should be used as a 


‘pp OCATION (City, town, ‘Oo 


Inquiry [_], 


and in my opinion 


Undetermined manner oO 


DATE aA 


(Steg) 


2 21. T certify that | took charge of the remains described above, held an Autopsy [_]. Inspection [xp 
O58 death resulted from: Natural causes []. gcident [], Suicide J Homicide [[], 
© CHIEF MEDICAL EXAMINER Bb 
i+ a 
5 ACTUAL A 
ge. ee! p, ASSISTANT MEDICAL EXAMINER 
E 38 is Dy exis hone DEPUTY MEDICAL EXAMINER [Xf 
psd 
B e3 a NAME (Type) ps Address (Straet, city, town, or county) 
ASch sz 2 URIAL, CREMATION, | 2 ATE THEREOF 22c. NAME OF CEMETERY OR CREMATORY 
° 4 by 2 EMOVAL( Sp: Use 
g Ab F/1463 
Basil 3. FUNERAL DIRECTOR 24a. REC'D BY REGISTRAR | 
5M 1/62 - thea, Baty FEB 1 3 19 


“Bab. Fess 


82075 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


CERTIFICATE OF DEATH 


L 


1. PLACE oF DEATH 


2, USUAL RESIDENCE (Where deceesed lived, If Institution: Residenes before admission) 


/ 


ay 24 hours after on 


mh ¢. COUN! e. STATE b. COUNTY 
az Carroll County __ MARYLAND Maryland Baltimore City 
Us b. CITY OR TOWN (if oulsida corporate limits, "|e, LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corporate timits, write RURAL and giva naarest town) 
ies) sal write eae ry give nearest town) 
<5 jd Sykesvi ly. lid. Baltimore City LO 
os d. NAME OF fie. ‘OR INSTITUTION (if not in hospital, giva street address) d. STREET ADDRESS 7 4 P ° & eee 
eu 
ei 3 Springfield State Hospital 1501 East North Avenue __| yes [] No [% 
A 9. NAME OF “First Middle rent 4. DATE “Month “Dey Year 
ia DECEASED of OF 
eyes Se prin) Emma Hempel pesT Feb. 13 19 63, 
= 3. SEX 6. COLOR OR RACE/7, MARRIED [Never MARRIED IC] $. DATEOF BIRTH ~|9. AGE (In years |IF UNDER 1 YEAR| IF UNDER 24 HRS. 
3 ; last birthdey) |"Months| Days | Ho Min. 
Female White wow []  ovorceo []| 7-27-80 Bore dee eae ‘ 


Wa, USUAL OCCUPATION (Give kind of work 
dona during most of working life, even if retired) 


Housework 


1b. KIND OF BUSINESS OR INDUSTRY 


12. CITIZEN OF WHAT COUNTRY? 


U.S.A. 


"BIRTHPLACE (County & Stele, or foreign country) 


Maryland 


ji. 


43. FATHER’S NAME 


William Hempel 


| 14. MOTHER'S MAIDEN NAME 


Suzanne Ebert 


15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO. 


Wogqrs, ‘or unkown) | (Ifyes give weror datesofservice) 


18. CAUSE OF DEATH [Enter only one cause per line Tor (e), (b), ‘end (eh) ) 
PART |. DEATH WAS CAUSED BY; 


Hf 2 


Conditions, if eny, which 
gava rise to immediata cause 


if 


DUE TO 


The law requires that the death certificate be executed 


IMMEDIATE CAUSE (e) Bilateral confluent lobular pneumonia 


w_Arteriosclerotic heart disease. 


17. INFORMANT ~ Address 
Patient's Record, Springfield St: Hospi. 
INTERVAL o— 
3 to. DEATH 
to ly days 
| Years 


ched for use as the burial-transit permit, Then please remove carbon 


TOR: After this certificate has been signed by the attending physician and completely fi 


filed with the State Dept. of Health prior to burial, cremation, or removal, and in any event, 


Fa 
> 
= 
a 
a 
= 
2 
2 (a), steting the underlying ( DUETO 
ae couse lest. (el ie 
a z PART Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(e]| 19. WAS AUTOPSY 
wf af Ss er 
Be As : seals eee 2a ves DR NOE) 
he % | 202. ACCIDENT WAS UNDERLYING [] | 20b. DESCRIBE HOW INJURY OCCURED. [Entor nature of injury in Part | or Part Il of itam 1B.) 
To & |] OR CONTRIBUTING [] CAUSE OF DEATH 
ae © | (IF EITHER, NOTIFY MEDICAL EXAMINER) ~N 
OF < |"Ree. TIME OF INJURY Month, Dey, eer] 20d. INJURY OCCURRED | 20c. PLACE OF INJURY (Home, ferm, | 20f. (City or town] (County) ~~ (Stete) 
4 v 
yas a ot ene While __ Not While factory, street, office bidg., etc.) | 
Be 3 3 Ah 19 at work [} ot work 1 
a 
Re 3 21. I certify that (% (this hospital) attended the ei from....& PRT Es cscaivecsin oC ee 5 ae 1963, that Hl) (we) last 
3 saw the deceased alive on et 19. 8. 63and > at death occurred af? 25h, from if causes and on the date stated above. 
~) < RE 22b. DATE 
ofa. pa ee. 4 surinicrs STAFF SIGNED 
ato , 4 DIRECTOR iE} Pas, oO 
E ag s ! 22. akeians 22d. aoe 
a ! NAME (T; 
me fd wel Ellis S. MargoYin, M.D Springfield State Hosp., Sykesville, Md 
a 5 pS eh ee eae ie $2 Peevey 
Rg He g ) 23s, BURIAL, CREMATION, | 23b. DATE THEREOF iz NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town or ST) (Stete) 
= a EMOYAL, (Specify) 
gtoes \ Biriar 2/16/65 Baltimore Cemetery 


24 FUNERAL DIRECTOR'S SIGNATURE ADDRESS: 


Ullrich Fmeral Home 4210 Belair Road. 


VR AID “J 
15M 7-62 © 


or REC'D BY ni 25d. orgy eae SIGNATURE 
_|cATEE EB 419 We 0% Bina 


~ ost 
b= 
& oF 
8 8 
oe 3 
: Ve 
ve 
=Pae 
° 33 
7” 22 
& ee 
s 
2 22 
. 
Z 
2 
a 6 
~ 53 
ae ‘. 
& 2 


Then please remove carban papers. P. 


the pecaures prior to buriol, cremation, ar removal, and in any event within 72 haurs ofter deoth. 


After this certificate has been signed by the attending physician ond campletely filled in 


hed far use as the burial-transit permit. 


by#e hospital ar attending physician. 


* 


page 3 should be’ 


may be retained 
TO FUNERAL DIRE: 


a 
> 


—< TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed wi 
2 
2a 


os 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
20 CERTIFICATE OF DEATH neg. oni we, 2027 


* ae eared 2. peerage RESIDENCE (Where deceased lived. If institution: Residence before admission) $4 , 
°. ul a b. COUNTY 
M, v 
arro feat Man ‘land Baltimore Cit 
b. CITY OR TOWN {If outside carporote limits, write ¢. LENGTH OF STAY IN Ib c. CITY OR TOWN [If outside corporate limits, write RURAL and give necres! town) 
RURAL and give nearest awn) ame ae 
mos Baltimore : un 
od. NAME OF HOSPITAL, (If not in hospitol, give street address) d. STREET ADDRESS @. IS RESIDENCE 
on) OR INSTITUTION. ON A FARM? 
| Springfield State Hospital Unknown Yes) No . 
3. paid 20. First Middie lost ‘4 99 Month Doy Yeor 
(Type or print) LORINE NMI HERRMANN DEATH February 25 19 63 
5. SEX 6. COLOR OR RACE |7. MARRIED [-] NEVER MARRIED [-] | © DATE OF BIRTH 9. AGE Ten iF UNDER 1 YEAR| IF UNDER 24 HAS. 
i L jest icthoy pris 
Female White |woowe  ovorceo gg) | August 7, 1888 7h me bs 
100. USUAL OCCUPATION. (Give kind of work done! 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE {Stote or foreign country) 12, CITIZEN OF WHAT COUNTRY? 
during most af working life, even if retired) 
Housewife Maryland U.S.A. 


13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 


Charles A. Oliver Annie Mulchay 
QE 1S. WAS pes Hu, = eg cess 16, SOCIAL SECURITY NO. | 17. [INFORMANT ots Address 
Peat ar es Pb etek alae SH 2 . 
No ----- Records, Springfield State Hospital 


18. CAUSE OF DEATH [Enter only one couse per line far (a), (b). ond (c).] 
PART I. DEATH WAS CAUSED. 


Gy iMleoite Exe 1 Sqmamous_ ce cell carcinoma of tongue and right side 
e neck 


/ X UE TO 


Conditions, if ony, wl o_Arteriosclerotic heart disease 


ie es . 
gove rise to immedi ( | 


INTERVAL BETWEEN. 
ONSET AND DEATH 


Years 


couse (a), stating the under- 
lying couse lost. el 
Past Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1a} 19. Nis AUTOPSY 
"ORMED? 
Manic depressive reaction, other, excited 


ve a Nol) 
200. ACCIDENT WAS UNDERLYING []__ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port tor Por! Il of item 16.) 
OR CONTRIBUTING C] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED —{20e. PLACE OF INJURY (Home, form, | 20f. (City or town) (County) {Stote) 


MEDICAL CERTIFICATION 


ents in: While Net aie foctory, street, office bidg., “| 

p.m. 19 lot work [J ot work 
21. ! certify that | attended the deceased from Ll=7-25_______, Wo 22 @ to_2225.-63. pe A ee that { last saw the deceased 
alive on... 2225-63... 12. ;-- and that death accurred all 1200__AM, fram the causes and an the date stated abave. 


ADDRESS (Street, city ar town, stole) DATE SIGNED 


SIGNATURE plod cl p A Be 
NG ds he ty, Springfield State Hospital 
) NAME (Type) _ re ae ED Se ee emer Ven Net gin on aan, 
f Wo. BURIAL, CREMATION, /: DATE THEREOF W2c_NAME OF CE, ERY OR CREMATORY 22d. LO “ATION (( (ci. tows yr ce ) {Stote) 
nN BePtire” p/27/62 ‘New. Cathedra Ba timore 25 <M. ; 
VW 29, FUNERAL DIRECTOR'S SIGNATURE | A ESS. 240. REC'D BY REGISTRAR Qab. REGISTRAR'S SIGNATURE 

ViPske Himera Directors, 2101 Edmondson Hens tite PCliarleg \ueckge 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


02077 CERTIFICATE OF DEATH 029 


e = 
2s i PLACE OF DEATH 2. USUAL RESIDENCE {Where daceased ved, If institution; Residence before edmistion) 
ae a, COUNTY ATE b. 
5 ong Carroll MARYLAND aryland Baltimore City 
2p com b. CITY OR TOWN [if outside corporate limits, c. LENGTH OF STAY IN Tb ¢. CITY OR TOWN (if outsida corporata limits, write RURAL end give neerest town) 
& as write RURAL end give nearest town) B 
a 5S Sykesville LOyr .3mo. 5dys al timore se y 
> ieee d. NAME OF HOSPITAL OR INSTITUTION (if not in hospHal, give sireet address) d. STREET ADDRESS IS RESIDENCE 
5 ” 
3 _ Springfield State Hospital Unknown ves [] No [Xl 
3. NAME OF First ~ Middle : sl oe 1 AaDATS, ‘Month Dey Year 
a DECEASED or 
Eye icnietint PETER NMI HERTEL DEATH February 11 19 63 
5. SEX | 6. COLOR OR RACE|7. apRien [never MARRIED 8. DATE OF BIRTH 9. AGE (In years |IF UNDERT YEAR| IF UNDER 24 HRS. 


last birthday) 


Months ys Hours Min, 
Male White | wows] _ oivorceo August 28, 190k, 58m. | 
10a, USUAL OCCUPATION (Give kind of work 10b. KIND OF BUSJNESS OR INDUSTRY | 11. BIRTHPLACE ean & State, or loreign country) 12. CITIZEN OF WHAT COUNTRY? 
dona during most of working life, even if retired) 
Laborer. | Cpaillwocry/) Maryland * Utah. 

13. FATHER’S NAME 14, MOTHER'S MAIDEN NAME 

Peter Hertel Mary Heil = . 
15. WAS DECEASED EVER IN U.S. ARMED FORCES? 16. SOCIAL SECURITY NO.} 17. INFORMANT Address 


(Yes, no, or unkown) | [Il yes give werordatesofservice) 


Records, Springfield State Hospitel 


18, GAUSE OF DEATH [Enter only ona cause per line for (el, (b), and (e)] INTERVAL BETWEEN 
PART I. DEATH WAS CAUSED BY: * al ONS§T AND DEATH 
IMMEDIATE CAUSE (e)__ rf VAL NUAnons QL ag ay S$ =, 


or removal, and in any event, 
7 


fer 

oy < DUE TO 
Conditions, il eny, which (b)_ 
eve risa to immediate ceuse 


igned by the attending physician and completely filled in b 
|-transit permit. Then please remove carbon papers. Pages 1 and 2 should 


ion, 
x 
*s 


|, cremati 


DUE TO 


fal or attending physician. 


cate has been si 


TENDING PHYSICIAN: The law requires that the death certificate be executed 


(a), stating the underlying 
See SEE ———EEE——————E — 
z: PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH UT NOT RELATED TO THE TERMINAL ‘DISEASE CONDITION GIVEN IN PART I[e)| 19. WAS AUTOPSY 
/)\ ie he [E L PERFORMED? 
Os chi 2 phreme Deactbn » he e-pharic rt ves [J no Sg 
2 © ]20e, ACCIDENT WAS UNDERLYING 20b. DESCRIBE HOW INJURY OCCURED. (Enter neture of injury in Pert | or Pert Il of item 18.) 
Ee 
oe & | OR CONTRIBUTING [] CAUSE OF DEA 
£1 G UF EITHER, NOTIFY MEDICAL EXAMINER) 
zs % | 20c. TIME OF INJURY Month, Day, Yeor | 20d, INJURY OCCURRED | 20s. PLACE OF INJURY (Home, Ferm, "201. (City or town) (County) (State) 
Bx ral Hour a.m, While ___Not While factory, street, office bldg., etc.) ! 
2. 2 ote 19 et work at work [“] 
3g 
fe 
} 


21. | certify that (I) (this hospital) attended the deceased from N gvember...6.. c 
Feb 


36 ee bornary...1] 19.63, that (I) (we) last 


23a, BURIAL, CREMATION, | 23b. DATE THEREOF 


director, page 3 should be detached for use as the burial: 
be filed with the State Dept. of Health prior to burial, 


TO FUNERAL 


23d. ‘Bee e Town or Tay soe 


= FES TO was” Pee Migs 


saw the deceased alive on.: lary,11. 19. 63. and that death occured al. from the causes and on the date stated above, 
fa! d 22e, SIGNATURE 7 22b. DATE 
4s a= no, Aimay we MoD. ws Ey DIRECTOR oO mass Det af pafp 6g 

S a nw < 224, ADDRESS 

a8 p ||P Re en ADNAN SowM ez “Goring field State Hospital 
“a ‘ vkesville, Maryland — 
Oc 
ZS 
ov 
A 


Me Li, 0 * 
Q 
4 f. <7 


—s 


VR AIS (4) 
19M 7/61 


= 


papers. Pages 1 and 2 should 


in 72 hours after death. 
~\ 


in 
te] 
VY 


It 
\ 


ificate be — 24 hours atte Ne 
id completely filled in by the funeral 


jician an 


hysi 


it. Then please remove cai 
in any even 


ing pl 


s that the death cert 


physician. 


it permi 


igned by the attendi 


ing 
i 
|-trans’ 


tificate has been si 
‘lal 


The law req 


retained by the hospital or attend! 


jis ceri 


After thi 


TENDING PHYSICIAN: 


* 
‘CTOR: 
be filed with the State Dept. of Health prior to burial, cremation, or removal, and 


director, page 3 should be detached for use as the buri 


death, Page 4 


TO FUNERAL 


TO HOSPITAL 


VR AIS (4) 
15M 7-62 


/ 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


02078 CERTIFICATE OF DEATH , 
lived, If institution: aed O49. 


PLACE OF DEATH 2. USUAL RESIDENCE (Whara deca 


a. COUNTY 
a, STAT| ; b. COUNTY 
CARRLLL ___xnyianp MARYLAND CARRaL L 
b. CITY OR TOWN {if outside corporate limits, ¢. LENGTH OF STAY IN Ib ¢. CITY OR TOWN (if outsida corporate limits, writa RURAL and giva naarast town) 
writa RURAL and give naaras! town) ARS 

NEW WIND sah NE. X AW Wi DsaR 
d. NAME OF HOSPITAL OR INSTITUTION (if not in hospital, give street address) a. STREET ADDRESS ‘e. IS RESIDENCE 
———o—ooo ON A FARM? 
——— | | Yes [7] No psf 


“3. NAME OF “First Middle last 4 DATE Month “Day Yaar 

DECEASED 

(Typa or print} LU AREW CE Gy P/E) ) PY/ ap DERTH ze | 14. 9 3 ; 
I, 7. MARRIE “8. DATE OF BIRTH ~~ |9. AGE (In years | IF UNDER) YEAR| tf UNDER 24 HRS. 


5. SEX 6. COLOR OR RACE) 7, MARRIED [8 NEVER MARRIED [_] | 
last birthday) 
(ea wivoweb ["] _ivorceo [7] HBV 1/6 - GO = ye. 


40a, USUAL OCCUPATION (Giva kind of work | 10b. KIND OF BUSINESS OR es Tl, BIRTHPLACE (County & Stale, or foreign country) 
dona “as most of wy lifa, even if retired) 


pearl Days 


Hours Min. 


12, CITIZEN OF WHAT COUNTRY? 


3. hh bot LER eile LEY a LLERLL GNP 
EPHR/OM _ iLe “Elsie Te veR 


‘45. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO.| 17. poe Address 


wD 
UREIE J fyb WeEW WWE. Bie 


INTERVAL BETWEEN 
ONSET AND DEATH 


ad no, of ‘ice argrtwinccirervice] 1/7. eee 939 VI 


18. CAUSE OF DEATH [Entar only ona ¢ ‘cause per fine for (a), (b), and {c).] 
PART |. DEATH WAS CAUSED BY: Nest 
IMMEDIATE CAUSE (a) _ Ottuesclustte eye et 


/ DUE TO 
Conditions, if any, which (b) 
gaya rise to immadiata cause 

(a), stating tha undarlying BUETO 
causa last. € (e) 


Zz PART Il OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Via)! 19. Was AUTOPSY 
Q a  P ERFORMED? 
Bl Guba. ne opera ves fa No Ph 
= | 202, ACCIDENT WAS UNDERLYING [] | 20b. DESCRIBE HOW INJURY OCCURED. (Enter nature of injury in Part | or Part Il of itam 1 . — 

& | OR CONTRIBUTING [] CAUSE OF DEATH 

& | (iF EITHER, NOTIFY MEDICAL EXAMINER) 

% | 20c. TIME OF INJURY Month, Day, Yaar | 20d. INJURY OCCURRED | 206. PLACE OF INJURY (Homa, 3) 20f. (City or town) ~~ (County) (Stata) 
a Hour a.m. 

es 


Not While factory, street, offica bldg., atc.) 
gel 


I certify that (I) (this aa [es the deceased fro Beet may to. that (1) (we). last 
Ny 


19... and that death occurred a LOBn "PM, _from the causes and on the date stated above, 


1b. LOND 
ATTENDIN' MED STAFF SI 
Mp, | PHYS. DIRECTOR Jil PHYS. Oo i & 


SH CARIOOFE "UNIEM BRIDGE 


23a. BURIAL, CREMATION, | 23b. Lif, THEREOF 23c. NAME OF CEMETERY OR CREMATORY 


MOYAL (Spacify) 2 Y Id. 2 MT OLL VE_ 
25a, REC‘D BY DER 25b. REGISTRAR’S Sane 
DATE FEB 8g es pkeaaks : ; 2 


saw the deceased alive on..dy..! 


SIGNA’ view Luli » Bs 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


ve 02078 CERTIFICATE OF DEATH 

3 1. PLACE OF DEATH di 2, USUAL RESIDENCE (Where deceased lived, If Inslitulion: Residence 20 eer 

a |p Sates ©. STATE b. COUNTY 

rs Carroll MARYLAND Maryland - Baltimore City 

23 b. CITY OR TOWN [if outside corporete limits, "| ©. LENGTH OF STAY IN Ib €. CITY OR TOWN [If outside corporate limits, write RURAL end give neeres! town) 

ao write RURAL end give nearest town) 

75 Sykesville 5byr,1lmo, 27d. Baltimore 

2 = d. NAME OF HOSPITAL OR INSTITUTION (if not in hospital, give street address) ~“d, STREET ADDRESS e ia 3 

3 _,Springfield State Hospital , 1209 Linden Avenue _ __| ves [] No ge] 
7 ” DECEASED First Middle last 4. Fai Month Dey Yeer 


Wey Hillgar, Clara 
: eg © [6 COLOR OR RACE) 7, apnieD PC] NEVER MARRIED [_] 


DEATH February 11 1963 


9. AGE (In years {IF UNDER 1 YEAR| IF UNDER 24 HRS. 


B. DATE OF BIRTH 
last birthday) 


death certificate be executed @ 24 hours after 


y the attending physician and completely filled in by the funeral 


D. 
3 Female White wiowt [] —_vivorcep [-] 1869 9 vn. ere eer le 
4 10a, USUAL OCCUPATION (Give kind of work | 10b. KIND OF BUSINESS OR INDUSTRY | 11, BIRTHPLACE (County & State, or toreign country) | 12. CITIZEN OF WHAT COUNTRY? 
°° done during most of working life, aven if retired) 
5 Music Teacher _ Louisiana UeS.Ae 
3 13. FATHER’S NAME | 14. MOTHER'S MAIDEN NAME r la. < 
< Charles Lewis Hillgar | Emily Laura 
e § 15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO.| 17. INFORMANT “Address a —. 
= 32 {Yes, no, or unkown) | (Ifyesgive werordetesof service) 
=z 2°" no ___|_none Springfield State Hospital, Sykesville, Md. 
< § = 18. CAUSE OF DEATH [Enter only one cause per line for {e), (b), end (c).] 4 1] INTERVAL BETWEEN 
ed PART |. DEATH WAS CAUSED BY: : eS 
. _ UAMEDIATE CAUSE i) Pneumonia and Myocardial Infarction ___| “eae 
g v4 ‘* DUE TO 
ig Conditions, if eny, which Senility |_years 
© gave rise to Immetiiete ceuse 
£ (a), steting the underlying { CUETO 
és cause last. (ae 


letached for use as the burial-transit 
be filed with the State Dept. of Health prior to burial, cremation, or removal, and in any event, 


retained by the hospital or attending phys 


, ae 
director, page 3 should be di 


'TOR: After this certificate has been signed b 


a Fa PART ll, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(e]| 19. WAS Ruta 
= aL see PERFORMED’ 
ia] = 
3 3 - 2S . Ve Toe ves NO ¥ 
be = [20e. ACCIDENT WAS UNDERLYING [] | 20b. DESCRIBE HOW INJURY OCCURED. (Enter nature of injury in Pert | or Pert Il of item 18.) 
(I E | oR CONTRIBUTING L] CAUSE OF DEATH 
oe © [ (IF EITHER, NOTIFY MEDICAL EXAMINER) 

2 E = = ea ran aoe a" 
9 S [/20c. TIME OF INJURY — Month, Dey, Yeer | 20d, INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, | 20f, (City or town) (County) {Stete) 
| a curiam. While __ Not While fectory, street, office bidg., etc.) | 
g 2 p.m. 19 ot work []_ et work ! 
t 21. f certify that (!) (this hospital) attended the deceased from... 31 2-0h......... 3» MDA ecb Reccsiney Wisse a, that (1) (we) last 


, and that death occurred ate OB, Ph the causes Seat on the date stated above. 
22b. DATE 


ATTENDING. MED, STAFF 
yy | Alienate mo. | PHYS] Direcror [} pays. X] February 11, 
"5 a's, =a | 32d, ADDRESS 7 5. 8 . 
el Hugh Me vamadeaw a Me De 
Be. RURAL CCREMATION) 73d, LOCATION rere Jown er county) (Stete) 


23b. DATE THEREOF \p 23c. OF heel (tee TOR 
deal oes Gc 3 Po Di rn rep nd - 
24 FUNERAL DIRECTOR'S cual ag DI - = REC'D BY REGISTRAR | 25b. REGISTRAR'S TsiGNatuR 
Pads 
AL 7 ne ES Zee, ie: | mn P ER 13 pOlotlee ace 


saw the deceased alive on.. 


death. Page 4 


TO HOSPITAL 


TO FUNERAL 


VR AIS (4) 
15M 7-62 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 
{Yas, WY or unkown) 
fe) 


1B. CAUSE OF DEATH [Enter only one 


Address” 


ns 
. 02086 __ CERTIFICATE OF DEATH 8205 
< 1 ECE Or DEATH — er 2, USUAL RESIDENCE (Whara deceased lived, If institution; Residanca bet Ge a) 
- a. STATE b. COUNTY 
s Carroll County MARYLAND _ aryland Baltimore City 
= b, CITY OR TOWN {if outsida corporete limits, | ¢. LENGTH OF STAY IN 1b ¢. CITY OR aes Hi ‘outside corporete limits, writa RURAL and giva neerest town) 
a = write RURAL and xe nearest wil i is lene 3 de 
a 5 Sykesville, Maryland Ya . . Baltimore 18, Maryland ) i= oe 
@ ‘lea d. NAME OF HOSPITAL OR INSTITUTION (if not in hospital, give street address) ¢. STREET ADDRESS e. ee 
rs SPRINGFIELD STATS HOSPITAL | 1714 East 31st Street vs [OK] 
yz eet /3. NAME OF First Middle lest 4. DATE Month Day “Yeer 
Baa, DECEASED : % | | OF 
g ees {Type or prin) Mam ie Weiss Hitchcock | dzxTH Feb. 27 19 63 
Kk 6 —— = = — ~ a VERB PUES OPE 
© $5 5. SEX 6. COLOR OR RACE|7, MARRIED [2X] NEVER MARRIED [-] | 8- DATE OF BIRTH 9. AGE (In years | IF UNDER 5 
ht last birthday) |"Months| De Haan Jean 
; 5 ‘J Female Phite wipowe [1] pivarcep [J 2-23-83 80 yn. Be ieee] oe ke" 
3 5 Wa. USUAL OCCUPATION (Give kind of work | 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (County & Stele, or foreign country) | 12. CITIZEN OF WHAT COUNTRY? 
Ceeps dona during most of working life, even if retired) | » | | 
3 Housewife Own flom Fé | Maryland U.S.A, 
oo8 13. FATHER’S NAME ~ | 14. MOTHER’S MAIDEN NAME . r 
€ 2 a | 
3 Albert Weiss | Anna CEE ly 


‘16. SOCIAL SECURITY NO.| 17. INFORMANT 
(Fyes givewarordetesofservice) | 


Patient's record Springfield State Hospital 


J INTERVAL BETWEEN 


‘cause per line for {e), (b)- 


* ONSET AND DEATH 
PARTL DEATH MEDIATE CAust e) Arteriosclerotic cardiovascular disease |_ years 
< j DUE TO 
Conditions, it eny, which ) Generalized arteriosclerosis years = 
gava rise to immediate cause 
(a), sleting the undarlying RUE TS 
cause lest. Ta (ce 


z "ART II. OTHER SIGNIRICANT CONQITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DI FASE CON BEION GIVEN Ny RT i(e)) 19. WAS AUTOPSY 
yz chronic rain yn dro ERLE ith trout! atory asi urbance wit! PERFORMED? 
‘ 1$|_ cerebral \ arteiiceeaeca with ps asenee _reaction. ves [] No 
iE | 20e. ACCIDENT WAS UNDERLYING [] | 20b, DESCRIBE HOW INJURY OCCURED. (Enter neture of injury in Pert | or Pert Il of item 1B.) 
Be } OR CONTRIBUTING [] CAUSE OF DEATH 
& [iF EITHER, NOTIFY MEDICAL EXAMINER) 
< 20¢. TIME OF INJURY — Month, Day, Yeer | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, | 20%. (City or town) (County) (Siete) 
s Fiesta? | While Not Whila fectory, street, office bldg., Heh 
B “ee 19 Jat work [-] et work | 


‘ENDING PHYSICIAN: The law requires that the 
retained by the hospital or attending physician. 
TOR: After this certificate has been signed by the attend 


toRebruary...27 19.63 that 0 (we) lasi 
rom the causes and on the date stated above, 
22b, DATE 


m4 LIA “WD. | mS CY DIRECTOR x] pis, oO 2-27-63 


TT 


21. 1 certify thal (this hospilal) altended the deceased from..APYA1..2........ ra 
saw the deceased alive on.. February. 27.19... 43 and that death occurred att 2 uf 


Es 


director, page 3 should be detached for use as the burial-transit permit. Then please remov: 


a~t | 

na | 226. ADDRESS Gorinofield State Hospisal 
Es : Naw Tor Alfred Wis Shulman, M.D. Lil JDP Sykesville, Maryland f 2 
O2d Ze, BURIAL, CREMATION, 3 “DATE THEREOF ——~*| 23. NAME OF CEMETERY OR ig ack 1 23d, ry, Gly sleuintoPeounty a = ACicis) Sart 
Ee aa) ci . 

089 REMOVAL (Specity) 1/63 | FAR, wood (4 Cem MORE , VE 


250. REC'D BY aa 2Sb. REGISTRAR’S SIGNATURE 


ie ay ERAL wie : \Qno. Gales Gul Sh WS la one MAR 5 1 63 Sas Log ue ge. 


t 24 hours after 


nN papers. Pages 1 and“Z sl 


nt, within 72 hours after 


y the attending physician and completely filled in by the funeral 


-transit permit. Then please remove 


| or attending physician. 


‘ate has been signed b: 


ENDING PHYSICIAN: The law requires that the death certificate be executed 


retained by the ho: 


La 


director, page 3 should be detached for use as the burial. 
be filed with the State Dept. of Health prior to burial, cremation, or removal, and in any 


death. Page 4 


TO HOSPITAL OR 
TO FUNERAL 


VR AIS (4) 
1SM 7/61 


5 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 
ot CERTIFICATE OF DEATH 92052 


On 4 
1, PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived, If inslitution: Residence before edmission) 
e. COUNTY a. STATE b. COUNTY F 
Carroll MARYLAND Maryland Allegany 
b. CITY OR TOWN (if outside corporate limits, ¢. LENGTH OF STAY IN tb ¢. CITY OR TOWN (If outside corporate limits, write RURAL end give neeres! own) 
writa RURAL and giva nearest town) 8 da ip: ) 
Rural ~ Sykesville ys Cumberland __ OR, 78 
Wa d. NAME OF HOSPITAL OR INSTITUTION (if not in hospital, give street address] d. STREET ADDRESS oI RESIDENCE 
is 
s-weobrinefield State Hospitel 12h Greene Street ves [No [3 
NAME OF First “Middle jf ‘Last DATE Month Day Yoor a 
Capeceeeen OF 
eae EDYTHE MAE OFAN | Sex 8 1963 
5h eta |! 6. COLOR OR RACE) 7, MARRIED [| NEVER MARRIED 8. DATE OF BIRTH ~/9. AGE (in years (IF UNDER t YEAR| IF UNDER 24 HRS. 
Féhale O Bs last birthday) [Months| Deys | Hours | Min. 
White | wieowep[] — oivorceo (] n/1/77 8 yes. | 


Vi. BIRTHPLACE (County & Siete, or foreign country) | 42. CITIZEN OF WHAT COUNTRY? 
done during most of working life, even if retired) fh | 
ugeworker __ rivaie homes | 


13, FATHER’S NAME 


John C. Hoffman 


USA 


Wa. USUAL OCCUPATION (Give kind of work bri KIND OF BUSINESS OR INDUSTRY 


Marylend, Cumberland, 


"| 14. MOTHER'S MAIDEN NAME 


Amanda Crankey 


7. INFORMANT Address 


15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO. 
a --- Record, Springfield State Hospital, Sykesville 


(Yes, ii unkown) | (Ifyesgive werordates of service! 
12538 6. 103 
Bb a eae ‘OF DEATH [Enier only one couso INTERVAL BETWEEN 


PART 1, DEATH WAS CAUSED BY: “Bronchopneumo a ONT AEA 


IMMEDIATE CAUSE {a)_ a aE - = 
3 FIG 
oR. ; * 2 LX »)_Inanition 2 mos. 


gave rise to immediate ceuse 


(2), steting the underlying f PT Generalized arteriosclerosis | 10 yrs. 


cause lest. (_ 
PART Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(2) 


Chronic Brain Syndrome associated with cerebral arteriosclerosis 


20e. ACCIDENT WAS UNDERLYING [] | 2Db. DESCRIBE HOW INJURY OCCURED. (Enter nelure of injury in Part | or Part Il of item 18.) 
OR CONTRIBUTING [] CAUSE OF DEATH 


(WF EITHER, NOTIFY MEDICAL EXAMINER) 
rd 


19. WAS “AUTOPSY 
PERFORMED? 


yes [-] No 


< 


J 
2Dd, INJURY OCCURRED 


While Not Whila 
et work [_] et work [] 


2Oe. PLACE OF INJURY (Home, ferm, | 2Df, (Cily or lown) (County) (Stete) 


20c. TIME OF INJURY Month, Day, Yeer 
factory, streat, office bldg., etc.) | 
t 


Hour a.m, 
p.m, 


MEDICAL CERTIFICATION 


19 


21. 1 certify that {I) (this ey: attended the deceased from... cccceeee PALL. 7 ton MR , that (I) (we) last 
saw the deceased alive on.. Vi 2, and that death occured aiz30PMrom thei causes and on the date stated above, 
22e. SIGNATURE - 226. DATE 
"A Ss . th MD. YS PRecrae (az piven e3 2/8/63 ras 

22e, PHYSICIAN'S 22d. ADDI 

/ OS Nat V, g j de BY “STIEY A Lhe, Lod, = 

f 23a, BURIAL, CREMATION, | 23b. DATE THEREOF 23e, LL. ‘OF CEMETERY OR CREMATORY 23d. LOCATION (City, town or county) (State) 
nt Biytar” | 2/11/63 Suaset Memorial Park Cumberland, Md, 
V 24 FUNERAL DIRECTOR'S SIGNATURE ADDRESS 25a, REC'D BY REGISTRAR | 2Sb. REGISTRAR’S SIGNATURE 


Charles Le George Cumberland, Md. vate FER J —WLeabe q gh 


MARYLAND STATE DEPARTMENT OF MEALTA 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


02082 CERTIFICATE OF DEATH 02053 


Sz 
2 1, PLACE OF DEATH i 2, USUAL RESIDENCE (Whare deceesed lived, if inslitution: Residence before admission) 
3 M @. COUNTY a. STATE b. CQUNTY ' 
Carroll M MARYLAND Maryland alto. City 
b. CITY OR TOWN (if outside corporate limits, ¢. LENGTH OF STAYIN Ib | c. CITY OR TOWN (If outsida corporele limils, write RURAL end give nearest tow! 


‘Sykesvitie™™ " 6yrs.6mo.26dys, Baltimore 13 Op. Y 
4, NAME OF HOSPITAL OR INSTITUTION [if not in hospitel, give street eddress) @. STREET ADDRESS = ©. 1S RESDENCE 
___ Springfield State Hospital 1716 No Caroline Street WS] NO 
¥ WME OF 7 et “First Middle : Last 7 ‘DATE Month a a 
(Type or print) Richard ioe Hoffman DEATH February 6 ’ 163 


IF UNDER 1 YEAR 
Months | Days 


5. SEX 6. COLOR OR RACE 
Male White 


Wa. USUAL OCCUPATION (Give kind of work 
done during most of working tife, even if retired) 


JF UNDER 24 HRS, 


7. MARRIED [7] NEVER MARRIED] | 8 DATE OF BIRTH 9. AGE (in years 
Hous | Min. 


wivowep [} —_bivorceD [_] | November 25, 1905 \¥ ot 


4Ob. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (County & Siete, or foreign country) 


12, CITIZEN OF WHAT COUNTRY? 


tthe death certificate be executed os 24 hours after 


id by the attending physician and completely fi 


Minister f - | Pennsylvania U.S.A. 
43. FATHER’S NAME ” 44, MOTHER'S MAIDEN NAME = + 7 a’ 
Rev. J. Luther Hoffman | Mary Garlach 

15, WAS DECEASED EVER IN U.S, ARMED FORCES? | 16. SOCIAL SECURITY NO.| 17. INFORMANT < ‘Address - 

(Yea, no, of unkown) | (Ifyasgive waror dates of service)| 3 " 
= No - ire S Unie Springfield Hospital Records 
is é 18. CAUSE OF DEATH [Enter only one cause per line lor (0), (b), end (c).) / BIY. AL SETWEEN + 
ead és FAT EAT MEDIATE CAUSE (e) Bilateral bronchopneumonia _ js Days of 

Fa 

£6 VA ey d at DUE TO 
32 Conditions, if eny, which (b) 
5 gave rise to immediete couse \ 
“= {e), stating the underlying DUE TO 


cause last. ) wo 


i T Il. OTHER SIGNIFICANT eee CONTRIBUTING TO DEATH BYT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1ie)| 19. WAS AUTOPSY 
Schizophrenic reaction, Lronke * Mepacolon PERFORMED? 
&i . ves [] Nox] 


20b. DESCRIBE HOW INJURY OCCURED. [Enter nature of injury in Part | or Pert Il of item 18.) 


20a. ACCIDENT WAS UNDERLYING (] 
OR CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20d, INJURY OCCURRED | 20c. PLACE OF INJURY (Home, farm, ; 201. (City or lown) ~~ (County) (Stete) 
While __ Not While fectory, street, office bldg., tc.) | 


at work ["] #t work ! 
9. t 22.1, that (1) (we) fast 


ched for use as the burial-transit permit. Then please remove carb: 


be filed with the State Dept. of Health prior to burial, cremation, or removal, and in any event, 


20c. TIME OF INJURY Month, Dey, Year 
Hour «.m. 


MEDICAL CERTIFICATION 


19 
21. | certify that (I) (this hospital) atte 


retained by the hospital or attendi 
TOR: After this certificate has been si 


TTENDING PHYSICIAN: 


2 
o 
os at O 
3 njed, the deceased from.. ie 
23 : 1.19.63 te don the date stated ab 
3 saw the deceased alive OM... holon 19.5 2.., and that death occurred at¥*.2M, from the causes and on Ihe date stated above. 
% toe te ATTENDING ‘MED. STAFF Te ReemeD 
at ey Say Ons rine, mo. | PHYS. [] oirecror [} PHys. [2 2/6/83" 
ose . PHYSICIAN'S a « C = 7d, ADDRE SES ts, 
q # & NAME (Typ) Adnan Sonmez, M.D. pringPield State Hospital, Sykesville, Md, 
no As — ee ee ee 
Se Be Fie, HIRAL, CREMATION, | 236, DATE THEREOF 3c. NAME OF CEMETERY OR CREMATORY 73d. LOCATION (City, town or county} (Stete) 
Epaes REMOVAL (Specify] 
Sra 2-7-1963 Hart.let. ree Upion wo, SPenmnas 
Ve AIS (a) 24 FUNERAL DIRFCTOR’S SIGNATURE DB >_ ADDRESS 
15M 7-62 oer. oc erm > “Sy Zt), bo PLf, es 


2Se. REC'D BY REGISTRAR | 25b. REGISTRAR’S SIGNATURE 
DATE FEB ip. pthewlia \udgle 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
02083 CERTIFICATE OF DEATH nog. dit. No. DPD 


od 


~ ce 
> 3 ‘5 Ts on 2 Na Pipl ot (Where deceased lived. tf institution: Retidence before odmission) 
Md .. 2 ~h °. b. CQUNTY f 
= 32 Carro epee Maryland Baltimore City 
ps) g b. CITY OR TOWN {If outside corporote limits, write 1 ¢. LENGTH OF STAY IN Tb. c. CITY OR TOWN {If outside corporole limits, write RURAL ond give nearest fown) 
8 s RURAL ond give nearest town) 7 
2 $2 Sykesville 6 mos Baltimore Va 
5 enn 
& 2 2 -: d. Series {If not in hospitol, give street oddress) | d, STREET ADDRESS e Capa esas 
; ae Springfield State Hospital 3911 Foster A YE] NO fg 
2 £5 / 3. NAME OF First Middle low 4. DATE Month Doy Yeor 
iein F (Type or prin!) EMMA NMI HOGG DEATH Februa: 1963 
c = ” 
0 I 5. SEX 6. COLOR OR RACE |7. MARRIED [] NEVER MARRIED [] | 8. OATE OF BIRTH 9. AGE, (in yoors IF UNDER 1 YEAR| TF UNDER 24 HES, 
= urthdoy’ Month: H Min. 
: 3 Female White WIDOWED oorceol] | August 17, 1884, 78 fale we x 
4 € a. 100. USUAL OCCUPATION (Give kind of work done| 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE {Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
3 83e during most of working life, even if retired) 
Eo ved Housewife ooo-- Maryland U.S.A, 
3 . 8 s 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
ah ees weetss Cp ni pop ILYCNER| Katherine Jubb 
= = g 3 15, WAS DECEASED EVER IN U, $. ARMED FORCES? |16. SOCIAL SECURITY NO. 117. INFORMANT Address 
= sale 2 [Wan, ne, or unkawwn) it yer, give war or dotes of tervice) 
aS No Unk, Records, Springfield State Hospital 
ee ue 
a Spee 18, CAUSE OF DEATH [Enter only one couse per line for (0), {b}. ond (c).] INTERVAL BETWEEN 
S 22% PART I. DEATH WAS CAUSED BY: . Key aA EL 
he : IMMEDIATE CAUSE (o)____ PNeumonia 
£ " 
> Hie Lt} 2 DUE TO 
= Bp Conditions, if ony, which » _Arteriosclerotic heart disease. years 
$ 3ES gove rise to immediote 
3 68s couse (0), stoting the under. ( OUE TO 
ges ae lying couse lost. te. 
hee z 
s Paar Il. OTHER SIGNIFICANT INDITH }UT NOT RELATED TO THE IAL OISEASt GIVEN IN PART t 19. WAS AUTOPSY 
Ha eee ees Siaustes eyitiass "|" nee 
geges S|__CBS assoc. with cerebral a ves(] Nom) 
Pe a % 2 ° = 20g. ACCIDENT WAS_UNDERLYING £] 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port II of item 18.) 
eset & | OR CONTRIBUTING L] CAUSE OF DEATH 
a Ege © [CE EITHER, NOTIFY MEDICAL EXAMINER) 
2otes & |20c, TIME OF INJURY Month, Dey, Yeor [20d. INJURY OCCURRED  ]20e. PLACE OF INJURY (Home, form, | 209. (Cily or Town) (County) (Stote) 
+ 5.° 8 a a Hour o. m. While Not while foctory, street, office bldg., etc.) ! 
EsE?5 = Pom. 19 Jot work [] ot work (] H 
= os 
2 alee 21. | certify that | attended the deceased fram August 2h, 19.62, ta...2/17/63___.. 19.___.,that | lost saw the deceased 
8 ae 2 2 olive anata, / 77 6a eee pmo. ia . and that death accurred at 1205», from the causes and an the date stated abave. 
# e a ¢ ot ADDRESS (Street, city or town, stote) DATE SIGNED 
<i ‘dl UAL ps t SS gen — Z 
apes SIGNATUR ums aw rein § ROP G2 2 i ee ee ee a 2/17/63 
O fara 
25035 eee te Springfield State Hospital 
Seaie Name (Type)__ Antonius Glahn, MeDe kesville, Mervland........--------.--. 
nee ep oo Ses we ee ee ee ee 
o7Z o ee fo. BURIAL, CREMATION, | 226. DATE THEREOF 7c, NAME OF CEMETERY ORCREMATORY 72d. LOCATJON (City, town, or county) jote) 
935 3° ) REMQVAL (Specify) Le ay fo 
eregs ee | Jac 62 |Oah lawn Bakex- Cp. rile 
ee \h BEGTOR'Ys FE | 20. REC'D BY REGISTRAR | 24b. SEN wot 
VS AIS (4 \ 4 ; 3 gc (2 Age 
tea yre ' 1 oat EB 1 9 196 ri 4 


we 


death certificate be executed 7) 24 hours after 


MARYLAND STATE DEPARTMENT OF HEALIN 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


02084 CERTIFICATE OF DEATH r 


1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceesed lived, If Institution: 
. COUNTY b. COUNTY 


e. STA 
sd MARYLAND 


sldence before edmission) 
il 


je funeral 
2s 
( 


ee —— ae ae 

ett B. CITY OR TOWN lif outside corporete limit, «. LENGTH OF STAY IN Ib c. CITY OR TOWNE outside corporate limits, write RURAL end/give neeresl own) 
Bet Sup MN i ane aret ea y, 

£38 £ Wet e Te ot la, Greer __ ! 

Bee | d. NAME OF HOSPITAL OR INSTITUTION [if not in hospital, give sirect address) d. STREET ADDRESS | o- 1S RESIDENCE 
a = 

Sas L, , a L. w 

3s 2 | Carrot Orarniks é : ves [ ON 2a§ 
3 5 3. NAME OF First Middle Test Month Day “Yeer 

= ‘ 

E (Type or print) de, hy H fv 6 JAES | PeaTH Fob- fo— 3963 
s 3. SEX RRACE| 7 MARRIE Rie [-] | 8: DATE OF BIRTH /FO ©) |9. AGE (In years |IF UNDER 1 YEAR| IF UNDER 24 HRS. 


/ ‘ 
ni ie pivorcto [| 


_ ff birthday) 
tb. LL_ peee |e” | 
1Db. KIND OF BUSINESS OR INDUSTRY | It. BIRTHPLACE (County & Siete, or reign country) 


Months | Deys 


Hours | Min. 


event,, 


kind of work 


12. CITIZEN OF WHAT COUNTRY? 
fen if retired) 


ician an 


10a. USUAL OCCUPATION (Gi: 
done during most of working Ii 


13, FATHER’S NAME 


in any 


a 
8 
2 
3 
25 
“ is 
g 

a 

£89 

gos 
e §§~ ASED EVER U.S. ARMED FORCES? 
= cr e (Yes, n0, ee ee 
B.2.2 12-2072. eh 
= Exe 5 18. © DEATH [Enter only one cause p TWEEN 
2 
og 5 5 PART |, DEATH WAS CAUSED BY 2 OEATH 
Bey ae ; ‘ IMMEDIATE CAUSE i PYveum OMIA r. fon. 
S555 & J X DUE TO 9 

asada 
2545 5 Gonditionssiitiany> whien tb) : 
eles geve rise to immediole couse —. 
=e ag {a}, stating the underlying ( OVETO 
eee a pee (e) = 3 4 at 4 ———- = i c= 
ae . z PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I[a}| 19. OyaSeie. 
mSSeo (o) 2 5 i. 
OES 5 
Seees  ([s| ARTE Keosctekoile MeARI Ol SGqSe _|ys Tyo Be 
ee 25 | 200, ACCIDENT HAS UNDERLYING (1) 20b. DESCRIBE HOW INJURY OCCURED. (Ener neture of iniury im Pert | or Pert Il of Hem 18.) 

Pre & | OR CONTRIBUTING [] CAUSE OF DEATH 
eee © | (le EITHER, NOTIFY MEDICAL EXAMINER) 

_ a —. = ———$ oo 
OSES % |/20c. TIME OF INJURY Month, Day, Yeor | 20d, INJURY OCCURRED | 20s. PLACE OF INJURY (Hom ferm, | 201. [City or town) (County) (Stete) 
Buz BS 5 ior ein’ While Not While | fectory, street, office bldg., etc.) | 
Be aes = & 19 et work [_] et work t 

= a 
HeOss 21. 1 certify that (I) (this hospi inded the deceased from. é, 19 de.D 10. that (I) (we) last 
v "i 
33 saw the deceased alive on.. oO. 19.4.3, and thal death occurred athe PPirom Ihe causes and on the dale stated above. 
ce) Bae Ce a 2 ATTENDING ‘MED. STAFF a SIGNED 
ea : 
we og Ss, bhanrhn mo. | PHYS.  [@beetirecror [] PHYS. [] ~4Wofc 3 
Kes gs 7c. PHYSICIAN'S Se | 22d. ADDRESS y ie - ae 
ams az NAME (Type) J 
acess | Ol 8. MarsHey ond. 0(M Aya ST, WiesTASTER MD. 
24 Fe Ze Tie, BURIAL: ey, 23b, DATE THEREOF 235, NAME OF CEMETERY OR CREMATORY z (State) 
$088 | Hs $| boca enbf Metlertist Ye am 
ote88 | Bie” | Zeb. 12-1963 Ltn Ney 
VR AIS [ 


15M 7-62 


24 FUNERAL DIRECTOR'S SIGNATURE . ADDRESS 2fe. REC'D BY REGISTRAT 
: fanary te wFEB 13 1 


== i Se 


TTENDING PHYSICIAN: The law requires that the death certificate be executed 


é. 24 hours shee ee 


R: After this certificate has been signed by the attending physician and completely filled in by the funeral 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


i CERTIFICATE OF DEATH 2056 


_— 


12. CITIZEN OF WHAT COUNTRY? 


“a7 


a 

1. PLACE OF DEATH 2, USUAL RESIDENCE (Whore deceased lived, I Institution: Residence bafora admission) 

2. ST. b, COUNTY 
__mamnann |" YAR by dD "CARROLL 

2S ¢. LENGTH OF STAY IN 1b c. CITY OR TOWN (if outsida corporata limits, write RURAL end give naarest town) 
au 
32 ¥ WEEKS). Y NEw Wivaso® 5 ft 
3° | INSTITUTION {if not in hospital, give street address) d. STREET ADDRESS a NS 
Pie ¢ 
ti CAP Ro: WEL Co rie HOSPITh. Val | ether 
S = [AME OF Ro Middle Las ‘Mont 
mee DECEASED 
ae (ypa or print) E UT 
ge 5. SE wa oak) 7. MARRIED [] NEVER MARRIED [}| & DATE OFAIRTH : 9. KGE (in years VE eB Tf UNDER 24 HRS. 
2 lest bythdoy) el Days | Hours | Min, 
5 | wow oworc L1G 67/7- /GFO yn, 

Wa, USUAL OCCUPATION (Give kind of work | 10b. KIND OF BUSINESS OR INDUSTRY | 1. BIRTHPLACE (County & Stele, or loraign country) 


done during most of working fifa, even if retired) 


USE KEEPER |OWN HOmeE | L0#RYLBND. 


13, FATHER'S NAME | 14, MOTHER'S MAIDEN NAME 


HEWES SVLME LLCO ARENZER 


15, WAS DECEASED EVER IN U.S. ARMED FORCES? (0.| 17. INFORMANT Address 


bagi hts poe f LEW hy DSo/ yi if (Le 


Then please remo; 


be filed with the State Dept. of Health prior to burial, cremation, or removal, and in any event; 


18. CAUSE OF DEATH [Eniar only ona 


jan. 


PART |, DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (e!~ 

-) 

x Ps DUE TO 


ydhat (I) (wa) last 


‘om thé causes and on the jdate stafed above. 


Fd 
S 
45% 
a ra C 
nas . 
Lact Conditions, if any, which {b)__ + ee Os 
2338 gava rise to immadiate cause -= 
2038 6), stating the undarlying (OVE TO , 
52 oute lost co f p Sd oe 4 * 
22+ = PART Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEAT TN TOAHE TYRMINAL DISEASE capac IN PART Ha) (19. WAY 
aSy (Sea se) Es 
= 0 ) 
See 5 ves [] no [] 
2 7m = [20a, ACCIDENT WAS UNDERLYING [) | 20b. DESCRIBE HOW INJURY OCCURED. (Eniar natura of injury in Part | or Part Il ol itam 1B.) 
ound & ] OR CONTRIBUTING L] CAUSE OF DEATH 
=£5 & [(F EITHER, NOTIFY MEDICAL EXAMINER) 
3 a4 < Oe. TIME OF INJURY Month, Day, Yaar | 20d, INJURY OCCURRED | 202. PLACE OF INJURY (Homa, farm, | 201, (City or town) — (County) (Stata) 
Ras 5 Surf wesmne While __ Not While factory, straat, fllice bldg., ate.) | 
rye S 3 ot work at work [_] 
a 
2038 
2 


tended the dgteased from... AX KGL oy 19 2) 
pul Z3., and that de#th occurred a7 th 


CTO! 


2yuz 

. 22b. DATE 
o Bul ae ee eee STAFF Lf SIGNED 

wast ao M.D. DIRECTOR a PHYS. 

<n oA H - 22d, ADDRESS 

cs] 

Bee thy GC DALRYIPLE |. "ee ae ee 

Ls 5) g | 2a, "nova i st ae DATE Wi ‘oy NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town or county) Lib. 
= pacil 

Aa Bas /b2 PIPE CAtEK ? BRROLL CO 


258. FEBS “u63 “° REGISTRAR'S Me dge. 


VR AIS i) \/} 24 BLUNE! SELLE a GN. lai » Bel 
15M 7- ay 2 Ditdl \ow 


1 MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 


. 5 ‘ Items LEERTIFICATE-OF bEZ Att a Reg. Dist. No. 92057 


24 oi death. Page 4 


PPAfter this certificate has been signed by the attending physician and completely filled in by the funeral director, 


page 3 should be detached for use as the burial-transit permit. 


LS Mags, OF D H 2. USUAL Ri ENCE (Where deceosed lived. If institution: Residence before admission) We 
sh 9. ST. b, COUNTY 
= MAREE, Fi kgns nat Cberrna/) Orls, 
5 BEI OR TOWN [i me corporate limits, write | c. LENGTH OF STAYIN Tb || _c. CITY OR TOWN (tf oultde corporote limits, write RURAL ond give nearg town) 
a ry fee ni pe 101 P 7 meth ~ 
2 f JS Irv ha, weve! f A ee 
es ny wa is ra &. ot in hospilol, give street oddvest) @, STREET ADDRESS @. 1S RESIDENCE 
rs { “OR, ITUT ion é ON A FARM? 
S 4 i : — AZ & wm VISES (GLE ves] Nol 
z 
o 3. NAME O First Middlg 4. DATI Ye 
5 NAME OF Af ts é DATE Month Doy or 
= re Typacor print) As i 5 ‘2s DEATH B wE3 
2 5. SEX 6. COLOR OR RACE |7. MARRIED] NEVE Rene [8 Date OF siRTH %. iS DER 1 YEAR| IF UNDER 24 HRS. 
; lost birthdoy Hours | Min. 
] E WivowED DE —_pivoRceD [] * Gprif. (29? SEF yrs. 
100, USUAL OCCUPATION (Give kind fe work done] 10b. oe OF BUSINESS OR INDUSTI VLUBIRTHPLACE (Stote or foreign oF a 12, CITIZEN OF WHAT COUNTRY? 


nae i Gvorking [ig Aven ehericads es 
ic. Ta cht a at ee | SHA.. 


13. {LEE fe NAME 14. MOTHER'S MAIDEN NAME 


John F. aes Lie 


15. WAS DECEASEDEVER IN U. S. ARMED FORCES? |16, SOCIAL SECURITY NO. 
TY, no, or unknavn) UF yes, give war or dates of service) 
lh 


18. CAUSE OF DEATH [Enter only one couse pe; 


PART |. DEATH WAS CAUSED B' 
IMMEDIATE Cause ‘0) 


pe | ) 

JAD: | DUE TO 
Conditions, if ony, which Hi Wrcta bas Ae 
gove rise to immediote 


Then please remave carbon paper 


couse (0), stoting the under- ( OUE TO 

lying couse lost. re) 
Part Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART. 1(0)[19. WAS AUTOPSY 
= —_—_—_— yes 1] Now 


The low requires that the death certificate be executed withi 


20b, DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Ill of item 18.) 


st a me - 


200, ACCIDENT WAS UNDERLYING (1 
OR CONTRIBU: H 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 
20. TIME OF INJURY Month, Doy, Yeor 


Hour om. 


20d, INJURY OCCURRED 
While Not while 


20e. PLACE OF INJURY (Home, form, | 20F. (City or town) (County) (Stote) 
foctory, street, office bldg., etc.) | 


MEDICAL CERTIFICATION. 


ospital ar attending physician. 


pom. 19 lot work ‘work Hl ———— Se 
21. I certi & | attended the deceased 4 fromdbccditste A ea WAZ, to. Zag 4 oe , 194Bhat | last saw the deceased 
alive on_{: AM. |b ee eb F <a _ ond that i accurred at fiom, from the causes and on the date stated abave. 
\ ADDRESS (Street, city or town, stote) DATE SIGNED 
| bez OC LET ebr ons, Le l Mtwyhead. Gh 


PHYSICIAN’S 


NAME Type) /_«. Ut lop. thargatecl A tho flan i 


aD TE Pes fae GD Neat 
sin eco T 9 Vane PCTS OS ee Se 


the registrar prior to burial, cremation, or removal, and in any event within 72 hours after deat! 


moy be retained by, 
TO FUNERAL DIRECT: 


TO HOSPITAL OR ATIENDING PHYSICIAN 


Veit 


<= 
a 


AIS (4) 
‘5M 9/5B 


MARYLAND STATE DEPARTMENT OF HEALTH 
Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


02087 MEDICAL EXAMINER’ S CERTIFICATE OF DEATH ___-0205 9 


1 


FOR STATE 
HEALTH DEPT. 


e 


pending” in pencil in Item 18. Give Pages 1, 2, and 3 to the funeral director. Pedal 


1, PLACE OF DEATH .- 2, USUAL RESIDENCE (Where decoosed | Heed insiitution: Residence before edmistion) 
= Be PCOUNLY @. STATE OUNTY 
8 af MARYLAND || Maryland arroll 
Ms b. CITY OR TOWN (if outside comporete limits, ¢. LENGTH OF STAY IN 1b ¢. CITY OR TOWN (If oulside corporale limits, write RURAL end give neeresl town) 
3 write RURAL and give neerest lown) 4 W ra + 
e2Ss= Westminster _5 months })/ estminster = 
a 3 d. NAME OF HOSPITAL OR INSTITUTION (if no! in hospilel, give sires! eddress) d. STREET ADDRESS *. IS RES SNCe 
2s X | sss 34 Webster Street / 3% Webster Street ves [] NOSGR 
aks ee Oe First Middie | 4. DATE Month Dey Yoor i. 
» | F 
25 {type or print) Leonard Clifton Johnson % are Feb. 25 9 63 


- 5. SEX 6. COLOR OR RACE] 7, MARRIED DATNEVER MARRIED [] | 8 OATE OF BIRTH 9. AGE (in yoors {IF UNDER 1 YEAR) IF UNOER 24 HRS, 
4 last bithdey) (Months; Deys | Hours | Min, 

p | Male White wiooweD [] —oivorceo [| Oct. 7 1913 pike aah & | ape | | ‘ 

<= 10a, USUAL OCCUPATION (Give kir Db. KIND OF BUSINESS OR INDUSTRY | 11, BIRTHPLACE (Siete or forsign country) 12. CITIZEN OF WHAT COUNTRY? 

done during most of working life, 

e aborer | Woodeutter Virginia U.S.A. 

a 13, FATHER’S NAME = | 14. MOTHER'S MAIDEN NAME ¢ 

: William H. Johnson | Mary Compton 


15, WAS DECEASED EVER IN U.S. ARMED FORCES? i 16. SOCIAL URITY NO.| 17. INFORMANT 


“41% Webster St. 


g with form PM3. Page 5 may be retained for your files. 


CHIEF MEDICAL EXAMINER 0 


2 
5 
€ 
8 
° 
5 
5 
= 
a 
a 
5 
3 
a4 
x 
a 
3 
= 
- 25 {Yes, no, of unkown) | (IFyesgivewerordetesotservice) 
weeee Yes -W.IT 16-08-4014 Mrs.Thillian Taylor “Westminster. Md. 
3 23 18. CAUSE OF DEATH | TEnter only one couse wyr line for (e), (b), end LY, ) “| INTERVAL BETWEEN 
hal 6 23 PART I. DEATH WAS CAUSED BY: mn CRS ANP ORTH 
Syfee IMMEDIATE CAUSE {e)_. C ee i 
rs ‘ 
: SB. hig \ cuTo  R é 
sie as 
3°03 a Conditions, if eny, which (b) ui 
San 05 geve rise to immediete ceus: 
25505 {e), steting the underlying OUETO 
SEEQE couse lost re -_ as 
caret Zz PART ll, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART l(e)| 19. WAS AUTOPSY 
Spee ey —ae PERFORMED? 
segs § ves [] No [] 
ze Sx ) ee = a = -- ~~ 
Stir yt = | 200. EXTERNAL CAUSE WAS | 20b, DESCRIBE HOW INJURY OCCURED. (Enter neture of injury in Pert | or Port Il of itom 1B.) 
gisee | PRIMARY [] or CONTRIBUTING] | 
How oh G | CAUSE OF DEATH. 
o = be = = — om a. 
Seog | Zoe. THE OF INJURY Month, Dey, Year | 20d. INJURY OCCURRED 208, PLACE OF INJURY (Home, farm, * 20f. (City or town) (County) (tere) 
SU se 5 fears. a While __ Not While feclory, sireei, office bldg., ete.) | 
bd sia 5 3 st 19 et work [~] 01 work ij 
mlrtaa - : - : ; ae 
ae 205 21. I certify that | took charge of the remains described above, held an Autopsy Oo Inspection Xf Inquiry a and in my opinion 
5] Pea 2 death resulted from: —_ Natural causes Oo Acciffent o Suicide il. Homicide fl. Undetermined manner Oo 
a 
ag 
g a 
ig 
2 
5 
i> 
° 
e 


28 RCTUAL SSISTANT MEDICAL EXAMINER DATE Signy 
Fig SIGNATURE / 7) 
u & a 5 Ea nee 4 DEPUTY MEDICAL EXAMINER x 
ma ezee NAME (Type) W. Glen SneigMer Address (Streat, city, town, of wnTE 
a 35 3 Be tate nee ws 22b. DATE THEREOF | Bc. NAME OF CEMETERY OR CREMATORY | 22d. LOCATION (City, town, or country) Me 

a REMOVAL (Specify 
Qa~ Burial Feb.28,196% Baltimore National Cem Baltim re, Marviand __ 
EADIE 23. FUNERAL DIRECTOR ADDRESS 2de. REC'D BY REGISTRAR a REGISTRAR’S SIGNATURE 

E 
5M 1/62 C.M. Waltz Box 241,Sykesville, Md. oft BOT 1963 Ba 3c a 


92088 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


CERTIFICATE OF DEATH 


1. PLACE OF DEATH 


2. USUAL RESIDENCE {Where daceased lived, If Institution: mt er z 0 §: g ape 


(rb gerrcotesin) 
“ae 


(Ifyes give warordatesofservice! 


g 
@. COUNTY. 

v : a. ST, b. COUNTY 

er Carroll Wi  wasteane || ~ "Mery lana Washington __ 

£ Rs b. CITY OR TOWN [if outsida corporate limi ¢. LENGTH OF STAY IN 16 ©. CTY a TOWN (If outside corporete limits, write RURAL and give nearest town) 

x oO oye RURAL ond give nearest town) G 2 La 

nN xe ke svi vo Me on Ha gers town * = th 
a ae d. NAME OF HOSPITAL OR INSTITUTION (if not in hospitel, give sireet address) d. STREET ponies Is RESIDENCE 

e | 
5 Springfield State Hospital | = yes [] No [X 

3 BN . NAME OF First Middle Last 4. DATE Month Dey Yeor 

3 gh.— DECEASED or 

3 ee ay eo resnen! _ Elva May Coffey Jones DEATH =February 17, 19 63 

) 5. SEX 6. COLOR OR RACE|7. AaRRIED DO NEVER MARRIED [_] | ® DATE OF BIRTH ‘]9. AGE (In yeors it UNDER 1 YEAR| IF UNDER 24 HRS. 

3 é last birthdey) Henbel Deys | Hours | Min. 

?, Female White WiDOWED pivorceD [_] Unknown yrs. 

3 WO. USUAL OCCUPATION (Give kind of work | 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (County & Stete, or foreign country) | ¥2. CITIZEN OF WHAT COUNTRY? 

2 done during most of working life, even if retired) om 

5 None ‘ __- sont _| Maryland | | US Ae 

= 13. FATHER’S NAME | 14. MOTHER'S MAIDEN NAME 

£ David Coffey | Mary Warne _ ‘a (<>. 7S 

15. WAS DECEASED EVER IN U.S, ARMED FORCES? | 16. SOCIAL SECURITY NO.| 17. INFORMANT Address 


Springfield State Hospital, Sykesville, Md 


PART |, DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE {a)___ 


18. CAUSE OF DEATH [Enter only one cause per line for (a), (b), end (c).| 


be : DUE TO 
Conditions, if eny, which (b) 
gave tise to immodiete cause 
{a), steting the underlying (| DUETO 
cause last. {c} 


“] INTERVAL BETW! 
a AND DEATH 


Bronchopneumonia Days _ 


PART Il, 


THER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED 10 THE TERMINAL DISEASE C CONDITION GIVEN IN PART 1e)| 19. WAS AUTOPSY — 
P 


Hour a.m. 
p.m, 19 


ENDING PHYSICIAN: The law requires that the 


retained by the hospital or attending physici 


TOR: After this certificate has been signed by the attending physician and completely filled in by the funeral 


saw the deceased alive on. 


2. 1 certify that (I) (this hospie) attended _the deceased from.....% 


Not While factory, street, office bldg., etc.) 
et work [_] | H 


While 
at work 


z 
s/s 
{)\= «B.S. assoc. with senile brain disease with psychotic reaction ves Ty xo 
4 Uv he <= es is SS 
© |200, ACCIDENT WAS UNDERLYING [] | 20b. DESCRIBE HOW INJURY OCCURED, (Enter nature of injury in Pert | or Pert Il of item 18.) 
& | OP CONTRIBUTING [] CAUSE OF DEATH 
G |e EITHER, NOTIFY MEDICAL EXAMINER) 
z 20¢. TIME OF INJURY Month, Day, Year | 20d, INJURY OCCURRED | 20c, PLACE OF INJURY (Home, ferm, | 20f. (City or town) ~ (County) ~ (Stete) 
Sg 
= 


.Aebruary.+1903, that (1) (we) last 


from the causes and on the date stated above. 


»» and that death occurred 


ba 


220. SIGNATORE 
As cm Peni Anat 


22b, DATE 


ATTENDING STAFF SIGNED 


pinecror [] Pnvs. F 2-20-63 


director, page 3 should be detached for use as the burial-transit permit. Then please remove cay 
be filed with the State Dept. of Health prior to burial, cremation, or removal, and in any eve 


~~ “p. | PHYS. oO 
Eas | 2c. PHYSICIAN'S $ Zid, ADDRESS 
Be NAME Oye")... /Antoning G. , M.D. _ Springfield State Hospital, Sykesville, Md. 
a Tin, BURIAL, CREMATION.) 230. DATE THEREOF Be. F CEMETERY, OR CRlbiaRORY 23d, LOCATION, ICity, town oj counl fete) 
029 Re Pasi pede Bi) 65 | PP 


WRECTOR'S SJGNATUR; 


ze TRAR | 256. (5 
tte . a 


ENDING PHYSICIAN: The law requires that the death certificate be executed 


retained by the hospital or attending physician. 
TOR: After this certificate has been signed by the attending physician and completely 


TT 


ie 


director, page 3 should be detached for use as the burial-transit permit. Then please remove carbon_papers. Pages 1 an 


TO HOSPITAL 


MAARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


CERTIFICATE OF DEATH 
" c 
1 02083 a Fem 12 PEt -9332— Py AGeO ni nnslBENGE [whew doceared lived. 8 aoe Otis 


a. COUNTY . STATE b, COUNTY y 
Carro MARYLAND \ Maryland wong Allegany ae 


b. CITY OR TOWN (if outside corporete limits, c. LENGTH OF STAY IN Ib | c. CITY OR TOWN (if outside corporel vn) 


limits, write RURAL and give neerest town) 
Sy es and give nearest town) 
svitie 2mo8dys. Cumberland 


4. wae OF atl ‘OR INSTITUTION (if not in hospital, give street address) | / d, STREET ADDRESS — 


Springfield State Hospital 


nt 


din by fhe funeral 


“] @. IS RESIDENCE 
ON A FARM? 


yr} 24 hours ae 


| 223 S. Mechanic Street ves) WoL 
NAME ¢ oe First 2 Middle 23 * 4 ce Month Dey Year 
“ {Type er print George _ Dallas Kennedy | Bear February 5, 19 63 
€ 5. SEX 6. COLOR OR RACE|7_ MARRIED VER MARRIED oO “DATE OF BIRTH La AGE {In eer UNCED IF UNDER 1 YEAR| IF UNDER 24 HRS. 
\ $ y fe mv Je jours in, 
| Male White wipowep [|] _vivorcep (_] September 2, 1897 React iia aff | ° 


We. USUAL OCCUPATION (Give kind of work "A KIND OF iy ESS OR LK Ti. BIRTHPLACE (County & Stele, or lereign country) | 12. CITIZEN OF WHAT COUNTRY? 


dons ue ee ot wor ea al esael Cankan Uplate U.S whe 
13. a 'S NAME | 14. MOTHER'S MAIDEN NAME 
George Kennedy | Annie Bird 
gules rE Ha cums 16. SOCIAL SECURITY NO.| 17. INFORMANT = = Address a 
Yes shes -|21h-05-65hL | Springfield Hospital Records ‘ 
18. CAUSE OF DEATH [Enter only one couse per line lor (2), (b], ond (e)-) “| INTERVAL BETWEEN 


PART I. DEATH WAS CAUSED BY: ONSET AND DEATH 


IMMEDIATE cause ¢) _ Ruptured pulmonary abscesses, right with empyema| Days  __ 
/ DUE TO 
Conditions, it eny, which (b) 
geve rise to immediete ceuse 
{a), steting the underlying 
cause se 


Bronchopneumonaiia Days 


Carcinoma of cecum | 


BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PAR 


— 
PART Il, OTHER SIGNIFICANT CONDITION: 


oa . WAS 

2 . PERFORMED? 

<| Psychotic depressive reaction, ves No [J 
= |20—. ACCIDENT WAS UNDERLYING [) | 206. DESCRIBE HOW INJURY OCCURED, [Enter nature ol injury in Pert | or Pert Il of item 18.) 

E | OR CONTRIBUTING [] CAUSE OF DEATH 

& | UF EITHER, NOTIFY MEDICAL EXAMINER) 

% |20c. TIME OF INJURY Month, Dey, Yeor | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm," 201. (City or town) (County) (State) 
5 ticle’ lms While __ Not While fectory, street, office bldg., etc.) | 

= rate o let work [_] at work [_] \ 


be filed with the State Dept. of Health prior to burial, cremation, or removal, and in any event,,within 72 hours after death. 


death. Page 4 


21. 1 certify that (1) (this hospital) attended the oe ADT Sect tag EE Z 1 Ay 19.22, that (1) (we) last 

saw the deceased alive on... 2 if = 195 63. + and that death ae 4 abt howPette _ causes and on the date stated above. 

222. SIGNATURE 22b. DATE 
io = wit aed LAS me DIRECTOR oO mays, 2/6763 
q 22c, PHYSICIAN'S a |S hee en < a 
fi bi lide Adnan Sound, 2 de Springfield $ State Hospital, Sykesville, Md. 
5 |? BURIAL: Ba vON 23b. DATE io ri ME OF CEMETERY Of TREMOR 73d. 4D) ees (City, town or county) (State) 
os8 [| 7 PY, 2 pes hkicantlulirse, Bag 
vrvais UC)" | 24RUNERAL DiRECtOR'S sJGNat : pias Se, REC'D BY “7 1983 REGISTRAR’S SIGNATURE | 
me aioe) 10 ail B CdD font FEB 719683 fOhofas Yuectgp 

7 


MARYLAND STATE DEPARTMENT OF HEALTH 
Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


02080 __ MEDICAL EXAMINER'S ¢ 's SERTI IFICATE OF DEATH N20ns 


PLACE OF DEATH 
e. COUNTY 


= ‘oe 
eR 
FOR STATE 

HEALTH DEPT. [i #race 0 


AL oats (Whare deceased livad, If institutions Residance before eafalifion 
e. STATE b. COUNTY 


CRRROUL “Maar MARYLAND Cmimonix Balto. 


orporate limits, ¢. LENGTH OF STAY IN Ib ¢. CITY OR TOWN (If outsida corporate limits, write RURAL end give neeres! town) 


st town) 
Ae & ie Reisterstown : (ee Ge OB 
dress] 


b. CITY OR TOWN (if oul 
wrile RURAL and give 


is necessary, 


a dak 
d. NAME GF HOSPITAL OR INSTITUTION [if not in hospil d. STREET ADDRESS @. IS RESIDENCE 
ON A FARM? 


| give 


& 


| Carroll County General Hospit: 


21. I certify that | took charge of the remains described above, held an Autopsy [_], Inspection [3 Inquiry [_], and in my opinion 
death resulted from: Natural causes [Accident fe]. Suicide ("], Homicide (a) Undetermined manner [_} 


4 


td 


TO FUNERAL DIRECTOR: Page 3 should be used as a 


o 
a 
2 ¥ 
‘en's 
5 
ges 
ZS 
a) > 
ena ty 
Bes 7 
reese 1 Cherry Hill Road __ eo 
e2ea% 3. NAME OF First Middia~ lest 4. rae Month Day : 
SL2Boe DECEASED 
=e e323 _Wiype or prin) Charles E. KNELLER DEATH February 8, 19 63 
ae va 5. SEX 6. COLOR OR RACE| 7, married AF] NEVER MARRIED [-] | 8. DATE OF BIRTH oe a ]9. AGE (In yanrs [IF UNDER 1 YEAR| IF UNDER 24 HRS. 
sor Gye : ae rs birthday) ail Days | Hours | Min, 
5 BEM, owe [] _vivorceo [] | July 2h, 1903. il 59° 
sXe? i0b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stele or foreign country) 12, CITIZEN OF WHAT COUNTRY? 
oe) dona during most of working life, even if retirad} 
24 
23"s5 Forman Congoleum Nairn Company __ | Maryland _ <— irae. 
= eos 2 13. FATHERSNAMingG TD, 14. MOTHER'S MAIDEN NAME 
Noe o> 
Tecee / dda 1, Kneller | Rachael Wisner 
E55c8 is WAS DECEASED aia IN U.S, ARMED FORCES? | 16. SOCIAL SECURITY NO. | 7. INFORMANT ‘Address 
5 ae > ‘as, no, or unkown) | (Ifyasgivewarordalasof service) wy 
2 5s 55 No 215-07-4892 | Mrs. Anna M. Kneller Reisterstown, Md. 
3 = ae 18, CAUSE OF DEATH [Enter only ona cause par line for (a), (b), and (c).] INTERVAL BETWEEN 
eens PART |, DEATH WAS CAUSED BY ae i 
gs 3 5 a 
5525 é = / ¢ IMMEDIATE CAUSE (2) Crushing chest injury _ 
é 
3 bd ‘*, K DUE TO : 
B55 = Conditlons, if any, which (b) 
2: i. F 4 _| — 
Ew BANE rise to immadiate causa 
os 3 fa), stating the undarlying ( DVETO 
£ eepesrtping 
oe c-z causa bast. (ce) 
Zoe we =? 
oe 2 2 Fs PART Il. OTHER SIGNIFICANT CONDITIONS ‘CONTRIBUTING ° 'H BUT NOT RELATED TO. THE TERMINAL DISEASE CONDITION GIVEN IN PART fa) 1. WAS AUTOPSY 
$55 ce] ORMED? 
oa 5 a tof be ves [] no RR] 
= 73 HE | 20a. EXTERNAL CAUSE WAS / 20b. DESCRIBE HOW INJURY OCCURED. (Enter nalura of injury in Part | or Part Ii of itam 18.) ‘ 
a & | PRIMARY GE or CONTRIBUTING [) | ae 
i a S| cause of DEATH. Driver auto auto collision pa 
= —— . >. reat : = i = 
B56 % [ 20c. TIME OF INJURY Month, Day, Your | 20d, INJURY OCCURRED JoaQe. PLACE OF INJURY (Home, Ci 201. (City or town) (Coun m C (State) 
5 g eeaeam: Whila __ Not While factory, street, office bldg., sic.) | 3a 1to. m 
S32 g ° fe et work [] at work hi ghwa; | Reisterstown J, Md. 
HG 
v2 
des 
® 


Health or its designated agent, prior to burial, cremation, 


gs 
= 
BE 


q Aor CHIEF MEDICAL EXAMINER [5¢ 
6 ACTUAL 

i ‘ MS LZ SWtcka map, ASSISTANT MEDICAL ce O DATE SIGNED 

oo DEPUTY MEDICAL EXAMINER 
Sie rxammen's " Rugsell S, Fisher, M.D. 8 February 1963 
mod NAME (Typa) __Adgdrass (Strat, city, town, or count; = = . 
a g2p=s 22a. BURIAL, CREMATION,] 22b. Date YHEREGF 22c. NAME OF CEMETERY OR CREMATORY 224. town, or country) (Stata) 

3s REMOVAL (Specify) | , 
ia | Burial Feb.1l, 1963 All Saints Cemetery Reisterstown, Mad, 

23. FUNERAL DIRECTOR ADDRESS 


240. REC'D BY REGISTRAR 063 REGISTRAR'S SIGNATURE 


pare abst 11 1963 forks Judge 


Je FAE: line & Sons Reisterstown, Md. 


= 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


3 CERTIFICATE OF DEATH 9208 3 


oom 


< . Pl atid DEATH 2. USUAL RESIDENCE (Where deceased lived, If Institution: Residence betore admission} 
a sd STATE b. COUNTY 
2 A Carroll AP || ae Maryland Kent 
2 3 b. CITY a ee outside cores Fi ¢. LENGTH OF STAY IN Ib ¢. CITY OR TOWN (lf outsida corporate limits, write RURAL and give nearest town) 
$3 and give nearest town) » gene ; 
a 3 pees kesvao Te months RFD Chestertown LA KE 
®& a 6 d. NAME OF eee ‘OR INSTITUTION (if not in hospital, give straet address) d. STREET ADDRESS — r 
’ * 
3 Pullen Nursing Home Fairlee 
a 3 NAME oF First = ~ Middle ek) ae ‘DATE Month Day 
& {Type or print) : George Cc. DEATH 2/3/63 19 
5. SEX 6. COLOR OR RACE) 7, mAaRRieD [_] NEVER MARRIED [] | 8- DAT! F BIRTH 9. AGE (In years [IF UNDER 1 YEAR| IF UNDER 24 HRS. 
+ last birthday) hs] Days | Hours | Min. 
male white wiboweRfx] —_oivorceo [] July 5, 1883 ie sa ee ee inal 


Wa, USUAL OCCUPATION [aie kind of work 10b. KIND OF BUSINESS OR INDUSTRY 
done during most of working a life, even if retired) 


Retired Carpentier 
13, FATHER’S NAME air 


Vincent Leer 
15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16, SOCIAL SECURITY NO. 
(Yas, no, or unkown) (tyes give warordatesofservice) 
no none 
“18. CAUSE OF DEATH [Enier only one cause per line for (e), (b), and INTERVAL BETWEEN 
PART |. DEATH WAS CAUSED BY: Kins Mr Pissed ONSET AND DEATH 
IMMEDIATE CAUSE (2) A~ y tant Me ¢ 2 ss 


W AIRTHPLACE (County & State, or foreign country) | 12, CITIZEN OF WHAT COUNTRY? 
Kent Co. Md. | USA 

14. MOTHER'S MAIDEN NAME 
Liza Schuster 

17, INFORMANT Address 

ye yeas records Sykesville, Md. 


by the attending physician and completely filled in by the funeral 
permit. Then please remove carbon papers. Pages 1 and 2 should 


quires that the death certificate be executed 
|, cremation, or removal, and in any event, 


9 physician. 
ined 


a | DUE TO z 
Fe 
Be Conditions, if any, which w pAtes tok, ie 
23 gave rise to immediala couse ~ ewrrteny 
2% {a}, stating the underlying ¢ DUE ey es 1 > ra é 3 
aye cause last, (e 
S. 3 3 PART I. OTHER SIGNIFICANT eZ CONTRIBUTING TO DEATH BUT NOT RELATED TO THE en DISEASE CONDITION GIVEN IN PART I{a)| 19. WAS AUTOPSY 
4 rh PERFORMED? 
£2 l= 
a= 3 ar mad eS yes [] No KK 
=§ & [20a. ACCIDENT WAS UNDERLYING [] | 20b. DESCRIBE HOW INJURY OCCURED, (Enter nature of injury in Part | or Part Il of item 1B.) 
ea & | OR CONTRIBUTING [1] CAUSE OF DEATH 
rae GW [ile EITHER, NOTIFY MEDICAL EXAMINER) 
Bs % [/2oe. TIME OF INJURY Month, Day, Yaar) 20d. INJURY OCCURRED | 20s, PLACE OF INJURY (Home, farm, | 20. (City or town) (County) (State) 
= a Hour a.m. While Not While foctory,-strest, office bidg.,elc:))) 
3 a 2 nn 19 at work [] at work [] t 
s 
20 21. 1 certify that (I) (this ho: » to FOR a. 3ug.0 199.3, that (1) (we) last 


spital) attended the deceased frome ...... 
2/3/63 


saw the deceased alive on 19.......... and that death occured alAm, from the causes and on the date aad above, 


1 


director, page 3 should be detached for use as the burial-transit 


be filed with the State Dept. of Health prior to burial, 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law re: 


22a. SIGNATURE “3 = . DATE 
fe GNEI 
ae | GMa , [PAYS I Bineeton Oo ms, 2/3/6 3 poe 
aid 22c. PHYSICIAN'S 22d. ADDRESS 
oe NAME ‘ves Howard E. Hall Va “Yh 
< = 230. BURIAL, | 23b. DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION Glieeresiogsmn town or ue ; (State) 
30 | eee 12/6/63 Wesley Chapel Cem. Giesheneem, Md.Rock Hall 
Lad ad. 
VR AIS (4) 24 FUNERAL DI OR’ Ss SIGNATURE hese 258. REC’D BY REGISTRAR | 2Sb.  fllonbuNadge 5. “SIGNATURE “Mi 
AAT) pan ( .: hestertown Md. oat _ EER ” 


DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


1 MARYLAND STATE DEPARTMENT OF HEALTH 
t 1, 


me ‘ CERTIFICATE OF DEATH 02 06 4 
s 2 = 
g 8 MN 5 aes & f ¥ DEATH ¢ 2. USUAL RESIDENCE (Where deceosed lived, Insiilution Residence before hoe 
ES a re) ) 
a. a, STATE b, COUNTY : 
g 252 AML KR _manviann | “i Mia wea ts 
2 ug b, CITY OR TOWN (if outside corporete limits, ¢. LENGTH OF STAY IN 1b ¢. CITY ORT WN (Uf outside corporate limits, write RURAL and give nedpest town} 
e Bas MAR AAR UL: and give neerest town) 
— £28 8 as Ue. R : BAAAAAA Pou. ae {3 AN 
*@ 3a q NAME OF HOSPITAL OR Kuk: \ ol ip hospital, give street address) d. StREET ADDRESS IS RESIDENCE 
22e, — Fal 
an "s 4 m 
aud! » at < Ye IE: os Wis We < Rood. __ sft] 
2 5 a WR E <n idle test | 4. DATE ‘Month Day Yaar 
= ar ca OP F 
2 esieaeet)y | = Me! DEATH fl aa me L 19 6z 
= 3. SEX 76. ae oR Xi 7 ace rea NEVER MARRIED [WY] 8. DATE OF BI 9. ABE in yours [FUNDER wes TF UNDER 24 HRS. 
Months) Days | Hours | Min. 
= NA : wioowe[]  oivorcen[]| Sept. A> 1988 ig | | 


Wa, USUAL OCCUPATION a kind of work 


y 10b. KIND OF teat OR = I. BIRTHPLACES(County & Stete, or foreign country) | 12. CITIZEN OF WHAT COUNTRY? 
done during most of working life, even if retired) 


—— : 1} eS Fre 


op Lact gome Fy 
VEN ERLA, = 


15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO. | 12, “INFORMANT 
(Yes, no, or unkown) | (Ifyesgivewerordetesofservice} 


— ae Hestogt Re Rechies 


1B. CAUSE OF DEATH [enter only one cause xenline for (2), (b}, end (e). ae “INTERVAL BETWEEN 


ET AND ve 
ao |. DEATH WAS CAUSED BY ” 
IMMEDIATE CAUSE (2)___ PRV.©] AALaD / panies Wile | — a 
= > 


Address 


é DUE TO 
Conditions, if any, “whieh (b} 
geve rise to immediete ceuse - 
{e}, steting the undarlying 


couse last. Pisa (c) X; Urneng. pPolaves Rea A> _ 


PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN IN| PART lad) 19. WAS "ee? 


te has been signed by the attending physician and com 


| or attending physician. 


ENDING PHYSICIAN: The law requires that the death certificate ba executad 


21. I certify that (I) (this pospital) attended the 
aan. 19 


ceased from. 
yy and that death occurred AS 


z 
é PERFORMED? 
2 
es 5| L-%.S. bucke plipholinw ark penned martyr athe al LE 
£$ = | 20b. ACCIDENT WAS UNDERLYING []_| 2Db. DESCRIBE HOW INJURY OCCURED. (EnterMnatura of injury in Part | or Part I of item 1B.) 
ou & | OR CONTRIBUTING L] CAUSE OF DEATH 
£2 3 | (F EITHER, NOTIFY MEDICAL EXAMINER) 
Bs 3 | 20c. TIME OF INJURY Month, Dey, Yoor | 20d. INJURY OCCURRED | 20c. PLACE OF INJURY (Home, form, DI, (Cily ortown) (County) (Steta) 
p< a Hour a.m. While __ Not While fectory, street, office bldg. aig 
2. 2 19 at work [_] et work [_] | : 
$a 
£6 


.. ato: 19 hat (1) (we) last 
be from the causes and on the date stated above. 
22b. DATE 


TT 


E 


director, page 3 should be detached for use as the burial-transit permit. Then please remove, 


be filed with the State Dept. of Health prior to burial, cremation, or removal, and in any 


t 


saw the deceased alive on... 


te notapilisome— ap eased TEE 
no ~ 

Boe ) pM Maha | Styne tbe SW Bo Z ven pte 
326 4 23s. BURIAL, CREMATION, 23b. DATE THI 23¢. NAME O} METERY OR CREMAJORY {Stete) 
9% | "pital" | Feb. 6 \11963 | Ree © Unien Wy Reekville _ Md 


25e. REC’D BY REGISTRAR 


DATE FEB 8 


VR AIS (4 24_FUNERAL DIRECTOR'S SIGNATURE ADDRESS: 


1sM 7-62 Franeis He Barber Laytensville , Md. 


25b. REGISTRAR:S}SIGNATURE ~ 
W3_ fCorbe Jorge. 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 
093 CERTIFICATE OF DEATH 92065 65 


a. COUNTY 
Carrell eiadxne 
b. CITY OR TOWN [if outside corporate limits, ¢. LENGTH OF STAY IN 1b 


‘ite RUS end giv st town) 
Rura ~-Sykesvitle eo" 


d. NAME OF HOSPITAL OR INSTITUTION {if not in hospi 


|| 2, USUAL RESIDENCE (Where deceased lived, II institution: Residenca aie edmission) f 


e. STATE Maryland b, COUNTY Montgomery VA 


¢. CITY OR TOWN (Il outside corporete limits, write RURAL end give neerest town) 


3mo,. Tdays Wheaton 


| give street eddress). —||_~—sd. STREET ADDRESS. 


“| @. IS RESIDENCE 


& 24 hours after 


f Health prior to burial, cremation, or removal, 


23 
au 
3 
3 
Lara | ON A FARM? 
ae Springfield State Hospital | 1810 Arcole Avenue 
R3s oN 3, NAME OF First Middle Lest | 4. DATE Menth 
= 240 DECEASED lean 
$ fae (ype or print) Mildred May Lennon | veatx 2 
a's s= 5. SEX ~~ |6. COLOR OR RACE|7. aprien PX] NEVER MARRIED [| & SATE OF BinTH 5 me: penn IF UNDER 1 YEAR| IF UNDER 24 HRS. 
z irthday) |Months| De Hi Min. 
s & $o> female white wipowed [_] pivorceo [_] 2/9/01 be 2 “| ‘ a | " 
3 So G 10a, USUAL OCCUPATION (Give kind ol work | TOb. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (County & Stale, or toreign country) | 12. CITIZEN OF WHAT COUNTRY? 
2 3 done during most of working life, even if retired) | H 
s Se Housewife | North Carolina | USA 
bs a “ 13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME — 
3 Ae James McDonald Doughty Lena Spencer 
3 vere. 5. WAS Wales) Sage IN U.S, ARMED FORCES? | 16. SOCIAL SECURITY NO.| 17. INFORMANT = = Address 7. 
£4 Nae | lia agian Springfield Hospital records - Sykesville, Md. 
2 3 18. CAUSE OF DEATH [Enter only one couse per line lor (a), (b), end (c).] INTERVAL U BETWEEN 
i 3 PMTL OAT AMeoate cause ) Arterioselerotic heart disease __|__years 
is ‘ DUE TO 
id 
3 ears, t-tny;' ine th Generalized arteriosclerosis years 
a gave risa to immadiata ceuse 
= (a), stating the underlying ( DUETO 
% cause last (o)_ Aes 
z 
3) 
a 
~ 
Bel 
fe 
oO 
S 
A 
z 


retained by the hospital or attending physician. 


3 should be detached for use as the burial-transit permit. Then p! 


3 

= 

a 

i 

ww 

= ge <i 

2 z PART Il, OTHER RSTGHInCARD CONDITIONS CONTRIBUTING TO DEATH.BUT NOY RELATED TO THE TERMINAL DISEAS| pave RAR Ve)| 19. WAS Y 

3 ) 2/¢ Chronic synarome “th cerebra: arverlosclerosis wi syeho: PERFORMED? 

= PAS 4 yes [] NO 

§ & [2Da. ACCIDENT WAS UNDERLYING [} | 2Db. DESCRIBE HOW INJURY OCCURED. (Enter neture of injury in Pert I or Part Il of item 1B.) i 

& | OR CONTRIBUTING L] CAUSE OF DEATH | 

2 © | (lf EITHER, NOTIFY MEDICAL EXAMINER) 

5 3 20c. TIME OF INJURY — Month, Dey, “a3 20d. INJURY OCCURRED | 20¢. PLACE OF INJURY (Home, ferm, | 2Df. (City or town) (County) (State) 

= a isan wins | While Not While lactory, street, olfice bldg., atc.) | 

< ° ‘et work at work t 

Pea = p.m. 19 ! 
HEOss 21. I certify that 2) (this hongte) aiign ded sih@hdbsensPAnica bam Rom | 2g yo -AZ22Z a , 19.93 that & (we) last 
— 2 saw the deceased alive on 2 219) 63. ., and that death occurred al 300M; from the causes and on the date slated above. 
rs) 8 220. SIGNATURE/ Wek . Bee © awe 726. DATE 
EGOe fet Pane mo. | PHYS. [J oirector [] PHYS. 2/27/63 
Kel = 22c. PHYSICYAN’S = ~~ | 22d. ADDRESS ‘ospitea 
Bais nantes) Alfred J, Shulman, M, Ds sopaSS Springfield State bs gees 
3 Ese i asl eennenessss-=- S¥KOSVA 10, .Mayy ang 
Geese Fie, BURIAL, CREMATION, | 235. DATE THEREOF im NAME OF CEMETERY OR CREMATORY | —_—| 23d. LOCATION (City, own or county) ‘{(Stete) 

t} Mf pecity) 
o1oss BuPtat 3-1-63 © Blmwood otis we 
Ls o ey | }24 FUNERAL DIRECTOR'S SIGNATURE ADDRESS PW | Se. REC'D BY aoe, 25b. REGISTRAR’S SIGNATURE 
- , My. 
1SM_ 7-62 Lie Fidernl cat ase ee, ey bis See EB 2.8 19 fCLanbe Ligh. 
ae ret pe po i = 


\ 
~ 


ould 


3 
= 
a 
w 
rg 
5 
3 
Me 
a 


& 24 hours after yy 
spletely filled in by the funeral 


ician 3 


Then please remove 


cian. 


'ENDING PHYSICIAN: The law requires that the death certificate be executed 


Tetained by the hospital or attending phys' 
TOR: After this certificate has been signed by the attending physi 


TT! 


6 


death. Page 4 m; 


TO FUNERAL D 


be filed with the State Dept. of Health prior to burial, cremation, or removal, and in any evel t, Pisein 


director, page 3 should be detached for use as the burial-transit permit. 


TO HOSPITAL 


VR AIS (4) 
ISM 7-62 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


l CERTIFICATE OF DEATH 02066 


1. PLACE OF DEATH = 2. USUAL RESIDENCE (Where decoosed lived, If inslitulion: Residence before edmission) 
vi . STATE b, COUNTY 
ee ____ MARYLAND _ ___ Maryland ‘ Carroll 
b. CITY OR TOWN [if outside corporate limits, c. LENGTH OF STAYIN Ib || c. CITY OR TOWN lif outside corporete limits, write RURAL and giva neerest town) 
write RURAL end give nearest town) 
(ural) Sykesville ee bia. Scr wf Westminster a 
“Vd. NAME OF HOSPITAL OR INSTITUTION (if not In hospital, giva street address) i STREET ADDRESS 1S RESIDENCE 
5 2 : | . 
~saaSbringfield State Hospital 60_ Pennsylvania Avenne | "S{1 NO bd 
3. JAME OF : First Middle Le Last 4. DAT! Month Dey Yoor 
peceAsep Sterling Gaut , v O OF 
(Type or print) one Srevtiee ULeppo ) DEATH 2 in 19 63 
aK, ~ /6. COLORG ACE) 7. arRieD A] NEVER MARRIED 8. DATE OF BIRTH [9 AGE {In years | IF UNDER 1 YEAR| IF UNDER 24 HRS. 
4 ral Oo last birthday) Rome] Days fours | Min. 
_male white wioowen [] _—_oivorcen [] 5-17-1899 ko yrs. 


_ unknown 


TOb. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (County & Siete, or foreign country) | 12. CITIZEN OF WHAT COUNTRY? 


Wa. USUAL OCCUPATION (Give kind of work 
dona during most of working life, even if retired) 


asterin --+ Contracti 
13. FATHER'S ee z — 7 ictang 


_iliian Kk. Lepno —___ | Aniela ---- Fridinger ; 
15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 1 )17. INFORMANT  ————~—O—C— Address ———— 


Ves, no, or unkown) | (Ifyesgive weror dates ofservice)| 


6, SOCIAL SECURITY NO. 
te he Hospital Records 


_No 


18. CAUSE OF DEATH [Enter only one cause per line tor (e), (b), end {c).] ] INTERVAL BETWEEN 
PART I. DEATH WAS CAUSED BY: Bronchovneumonia Ona YY DEATH 


,IMMEDIATE CAUSE (0) _ oss | as hs 
Cy a | } DUE TO 


Conditions, if any, whieh ») severe dehydration 
geve rise to immadiata ceuse 
(a), steting the underlying 
couse lest, 


DUETO 


(a a ee —a = ae oo , —- 4 
PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1a) 


19. WAS AUTOPSY 


Zz 

Q : . * * . . 

=| Chronic Brain PN pth eage ce cerebral arteriosclerosis with psychotic 3 thn €] 

Ss sot SASH OR anon -oner not notified J : ts : i! 

=e es is 0 GNORUUNGI GT 20b, DESCRIBE HOW INJURY OCCURED. (Enter neture of injury in Pert | or Part Il of item 18.) 

§ |r ENTHER, NOTIFY MEDICAL EXAMINER) 

3 | 20c. TIME OF INJURY Month, Day, Yeor | 20d. INJURY OCCURRED | 200, PLACE OF INJURY (Home, ferm, . 20f. {City or town) ~ (County) (Stefe) 

i ack leon. While __ Not While fectory, street, office bldg., etc.) | 

3 inet 9 et work [7] at work | | 
sn EE EE — ———E————— SS se 
21. 1 certify that (I) (this hospital) attended the deceased from..2/ Up... BE 9x62 ee ee , 1993,, that @) (we) last 
saw the deceased alive afk , and that death occurred af.” .... , from the causes and on the date stated above. 
220. SEGNATURE 22. DATE 

ATTENDING MED. STAFF SIGNED 
€ LX a mo. | PHYS. (1 oirector [] Prys. [9 2/44/63 


~[22d. ADDRESS + 


uo_Takahashi, M.D, _ 


24 Pe ee DIRECTOR'S SIGNATURE 
, s 
AA 


2ae, BURIAL, CREMATION, | 23b. DATE THEREOF | 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town or county} ‘Stete) 


Bubial 2/7/1963 Evergreen Memorial Garde Finksburg, Carroll Co,, Md, 


Burial 
2Se. REC’D BY REGISTRAR | 25b. REGISTRAR'S SIGNATURE 
= FEB_b ne fborkag edge 
DATE “I 


cal 


AWS 
jar, 


, 


-transit permit. Then please remave carban pai 


The law requires that the deoth certificate be executed within 24 hau 


aspital ar attending physicior 


fter this certificate has been signed by the attending physicion and campletely filled in by the funeral direct 


oe: PHYSICIAN: 
page 3 should be detached far use as the buri 


may be retained by: 


TO FUNERAL DIRECT 
the registror priar ta burial, crematian, or remaval, and in any event within 72 haurs after d 


TO HOSPITAL OR A’ 


< 


S AVS (4) 
‘5M 9/58 


\ 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
02095 CERTIFICATE OF DEATH ® 


neg. vit, no. C2067 


1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission) 
o. o. b. COUNT’ 
MARYLAI 
Gt kOL Ppl Mar e 
b. CITY OR TOWN (IF outsidé co a lignits, eer, enn OF STAY IN 1b c. CITY OR TOWN((IF gutside corporote limits, write RURAL ond give nearest town) 
pcr gt me SYPBHC: ct 
CF PTS 7 
YNAME OG/HOSPITAL (If not in Fon give street ct Gx ee SS. e. 1S RESIDENCE 
OR INSTITUTION ON A FARM? 
g 10D LVUFS, B82 te S ves) Nowdl 
3. NAME OF First Middle Lost 4, DATE jonth Day Yeor 
DECEASED | OF 
(Type or print) Be: 2 DEATH Sage ISG 
5. SEX 6. COLOR OR RACE |7. vi 8. DATE OF BIRTH 9. AGE (In yeors 
4 es MARRIED [[] NE mare yf fetal Te 
A443 fy f wibowep [] pivorceo [) Yay 2 Ke SEE, a 
10a. USUAL OCCUPATION (Give kind of wy rears 1b. OF BUSINESS OR JNDUSTRY | 11 ABIRTHPLACE (Stote or fordign country) 12. CITIZEN OF WHAT COUNTRY? 


13, PATHERS NAME 
ay ote Lochned. 


Devi (tee 


+2) LS 
15.AWAS DECEASED EVER IN U. S. ARMED. arte 16. SOCIAL SECURITY NO. 
(Yes, no, oF unknown) (lf yes, give war or dates of service] 
lye | 


LZ Dich /, 110 or 


Address > 17 Beppe Q4 


18. CAUSE OF DEATH [Enter only one couse per lip 


PART I. DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (0) 


an, INTERVAL BETWEEN 
an’ ONSET AND DEATH 


DUE TO ;: 
Conditions, if ony, which (o) 5 oa 
gove rite to immediote 
cause (0), stoting the under. ( OVE TO 
lying couse lost. re) 


g a 
SienAtyee——-a-n EL OS erate Mo. . 


mate fosenl 2. Veveh 100 


ra Past Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THETERMINAL DISEASE CONDITION GIVEN IN PART 1(]]19. WAS AUTOPSY 

e Es aie ; 
S = —— : ves) NOT 
Ss 20a, ACCIDENT WAS UNDERLYING C]__ ]20b, DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Part | or Port Il of item 1B.) 

& i geht ak ot At ae 

G |r EITHER, NOTIFY MEDICAL EXAMINER) 

& |2%0c. TIME OF INJURY Month, Doy, Year 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20F. (City or town) (County) (Stote) 
a Hour o.m. While Not whi foctory, street, office bldg., etc.) | ne as = ee ‘epee: 
= pnts ot work Fp at-work le ——— i — 


21. | certify at attended the deceased from C42 5 £3 Ce EH, ta dbl 2 ae , 19.G. That | last saw the deceased 


alive an Loh = ees 2@3, ind that#eath accurred at_//4é.__M, fram the causes and an the date stated abave. 
Wj ADDRESS yy, city or town, stote) 


ee 


ral DIRECTOR’ 'S SIG LE ADDRESS, a5 BY REGISTRAR 


lie. guRiAL CREMATION, | 220. DATE py Zc. NAME OF CEMETERY OR CREMATORY 22d. LOCATION (City, town, or county (Stote) 
oa ip 5 Ys 2 
Ht HM bai fydeagidases FEE tL LOA LIL ALA LLEL- 
23. F 


24b. REGISTRAR'S SIGNATORE 


LZ “2.7% et am eZ, FFR 


oe 


fhianbog nudge 
V 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


02096 CERTIFICATE OF DEATH 


g 9 
2, USUAL RESIDENCE (Where decaasad lived, If institution: A2ns fe Wamissign) 


4 1 


1. PLACE OF DEATH 


* a. COUNTY 
cf @, STATE b, COUNTY 
Swi! manviann || YDARYL AAD CARROLL 
'b. CITY OR TOWN [if outside corporate limits, cc. LENGTH OF STAY IN Ib ¢. CITY OR TOWN (If outside corporata limits, write RURAL and give nearasl town) 
write RURAL and give naarast town) ; 
2 FES) ire YEARS Al WESTMINSTER met tis 
y d. NAME OF HOSPITAL OR INSTITUTION (if nol in hospilal, giva street address) , d¢. STREET ADDRESS @. 1S RESIDENCE 
x = ON A FARM? 
PENNA, AVE : PENNA, AVE __| ves no 
3. NAME OF First Middle Last | 4. DATE “Month “Day ‘Year . 


DECEASED 


Tearim § W/LL IAM DALLAS  4oVELL | BEATH FEE CH 963 


5. SEX 6. COLOR OR RACE|7, MARRIED [5X] NEVER MARRIED a 8. DATE OF BIRTH 9. AGE (In yaars |IFUNDERT YEAR| IF UNDER 24 HRS. 
W last birthday) |“Months| Days | Hours | Min. 
f wipowsr[]  oivorew ] YG 7 — / X70 yes, 


12, CITIZEN OF WHAT COUNTRY? 


YSA 


Tl, BIRTHPLACE (County & Stata, or foraign country) 


MARYLAND 


1Db. KIND OF BUSINESS OR INDUSTRY 


US POST OL fre 


10a, USUAL OCCUPATION (Giva kind of work 
dona during most of working life, aven if retired) 


|_FasT JYUASTER 


ficate be executed & 24 hours after 


13. FATHER’S NAME | 14. MOTHER'S MAIDEN NAME 
With/AmM D LoVELL | £24  SLOWAKER 
ne WAS DECEASE oe IN U.S, ARMED NS aa SOCIAL SECURITY NO.| 17, INFORMANT a ~  Addrass oe — 
‘28, 10, of unkown) | (ifyes givawaror dates of service! ss z 
al __!&2O-4A4 i Golbiz Lovet.  wpesraynstTeh Jd 
1B. CAUSE OF DEATH [Enter only ona causa per line for (a), {b), and (c).] : 3 INTERVAL BETWEEN 


ONSET AND DEATH 


ranhownitteoatcens«  BILfARY CRON OSIS. id Cee = 


-transit permit. Then please remove carbon papers. Pages 1 and 


. of Health prior to burial, cremation, or removal, and in any event, within 72 hours after dea’ 


; Py) DUE TO 

Conditions, if any, which (b)_ — 

geva tise to Immadiata causa P 
DUETO 


(a), stating tha undarlying 
cause last. (ce) 


NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I 


HYSICIAN: The law requires that the death certi 


retained by the hospital or attending physician. 


‘OR: After this certificate has been signed by the attending physician and completely filled in by the funeral 


s 
5 
a 
2 ~s 
cS z PART li, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH 19. WAS AUTOPSY 
8 Ule . ERFORME 
3 3 YLYVINARY TV Re RC ULoSrs DOT i 
3 & | 20e. ACCIDENT WAS UNDERLYING (] | 2Db. DESCRIBE HOW INJURY OCCURED. (Enter natura of injury in Part | or Par Il of itam 18.) 
5 E | OR CONTRIBUTING [] CAUSE OF DEATH 
aeee & | Ge EITHER, NOTIFY MEDICAL EXAMINER) 
o 3  [20c. TIME OF INJURY Month, Day, Yaar | 20d. INJURY OCCURRED | 20c, PLACE OF INJURY (Homa, farm, ° 207. (City or town) (County) (Stata) 
a 3 s ge Whila __Not Whila factory, streat, office bldg., atc.) | 
z 3 = pe 19 jat work at work 1 
te Bs 21. 1 certify that (I) (this hospital) attended the deceased from... de; Caco Hees ez A OX 2 ee 1 1%e..8, that (1) (we) last 
PI So saw the deceased alive on... Lo 196.3.,, and that death occured adem, from the causes and on the dale stated above. 
6 it ae y a7 ATTENDING ‘MED. STAFF 22. ONED 
FAms Se Ve mo, | PHYS. pinecror [] PHYS. [1] 2 
diaot , Sg Se ——s .D. i: nt StSf C3. 
3s Rs i 2c, PHYSIGIAN’S Tid. ADDRESS zi 
‘3 NAME (Type) 2) = 
eae OWN S Kaksttey, 1.0. ol AAW SO WESTHIMSIER C1 
es e 3 3 23e, BURIAL, CREMATION, | 23b. DATE THEREOF 23c, NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town or county} (Stata) 
e235 MOVAL (Specify) We . 
ovo88 | 217/63 | PRESBYTERIAN. NEW WiWbssR ___ #72 
Page wy | 24 FUNERAL DIRECTOR'S SIGNATURE ADDRESS, 250, REC'D BY REGISTRAR | 25b. REGISTRARS SIGNATURE 
wie ON WEED dene Dud) jeer 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


02097 CERTIFICATE OF DEATH 


a eae OF DEATH 


= ——— ot, 
2, USUAL RESIDENCE (Where deceesed lived, If institution: Re nce before edmission) 


TE b. ma 
IN (If outside  corporete Aimits, write RURAL end give Mie town) 


|e. IS RESIDENCE 


MARYLAND 
¢, LENGTH OF STAY IN ib 


2g 
ON A FARM? 


See 2M 4227 pete mn 
NAME OF ltteer OR INSTITUTION Jif not in hospitel, givgfreet eddress) . 
Lace Maz? He ailgah) LAV? 3 zpa0e Te |e 
J el Lea LC 2-2 : eetakss- 


Middle Last 
ere ESTELLE BELLE N71 Chfop | wn FEB. / 963. 
9. AGE (In years | IF UNDER 1 YEAR |_ IF UNDER 24 RS. 


& COLOR OR RACE) 7 sapRieD [-] NEVER MARRIED @._DATE OF BIRTH 
QO O tos! bithdey) | onthe] Days | Hous] Min, 7 
| 


wivowe ~~" vivorct [“] FEBS. M3 5 Oo 


Ez yes. 
Ob. KIND OF BUSINESS OR INDUSTRY | 11. 52 Contin. Stele, orforeign Att 


ACA 
b. CITY OR TOWN [if outside corporate limits, 
write RURAL end give neerast ene tee 


after deat! 


Pages 1 and 2 


& 24 hours after 


hysician and completely filled in by the funeral 


in 


12, CITIZEN OF WHAT COUNTRY? 


AS 


it permit. Then please remove carbon papers. 


The law requires that the death certificate be executed 


= 
2 
? 
6 
5 
a c 4. CONGia. ‘S MAIDEN xe 
ag a 
c 
Sag ALE a = = 
ees 15. WAS DECEAS AL SECURITY NO. ug INFORMANT Address, = 4 
328 (Yes, no, or unko . 
£ = 
¢ = 18. CAUSE OF DEATH [Enter only one cause p e for — (b), end (c).] v 
ae a PART |. DEATH WAS CAUSED BY: f kd 2 ae 
a =... “uni 
BB. i 2 pe cee: CAUSE (¢)_ — a = ais ieee enn ae " A779 — 
aaes / DUE TO 
ma oO Pi. 
2 E Conditions, if eny, whieh (b} 
28 5 gave rise to Immediete couse 5 
ees (©), steting the underlying (| PUETO 
Raa cause lest, (c) 
iy 5 z PART Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART i(a)| 19. WAS AUTOPSY 
3 = a ee PERFORMED’ 
ae 5 Yes NO i 
= a = aie, 
£5 f= ]20e. ACCIDENT WAS UNDERLYING [] | 20b. DESCRIBE HOW INJURY OCCURED. (Enter neture of injury in Pert | or Pert Il of item 18.) 
es & | OR CONTRIBUTING [] CAUSE OF DEATH 
fe U | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
Bs 3 | 20c. TIME OF INJURY Month, Dey, Year | 20d, INJURY OCCURRED | 200, PLACE OF INJURY (Home, ferm, "208. (City or town) (County) (Stete) 
oP 6 Hour e.m. While Not While factory, street, office bldg., otc.) | 
z s: ie Pm. 19 et work et work : 
‘om 
ee 


(peer ernaicte ae fangs SW baat 


saw the deceased ee ON... AB. 


6 


director, page 3 should be detached for use as the burial-transi 


Be filed with the State Dept. of Health prior to buri 


TO HOSPITAL OR ATTENDING PHYSICIAN: 


hy Ze. SIGNATURE ee a 226. DATE 

a A’ 

TA Mp. | PHYS. DIRECTOR oO PHYS. oO a ES 

35 22c, PHYSICIAN'S 22d. DD) = 

£8 NAME ype law stan Mf 

3 E ) Fae SURIAL CREMATION, (236, (DATE Ve 3 23, NAME OF CEMETERY OR CREMATORY 73d. LOCATION (City, town ee counfy] ~ (Stete) 
PMOVAL “ISpecify) 

at Ve 

VR AIS (4) \ 24 FUNERAL DIRECTOR'S SIGNATURE . QEC'D BY REGISTRAR | 25b. REGISTRAR'S SIGNAYOR! 

15M 7/61 2 Agere, ; ZA: t Lee. ZZ Bd EB 4 196) 


death certificate be oxccuted Qe 24 hours after 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


02098 CERTIFICATE OF DEATH 
| i Laat DEATH —~ R bite RESIDENCE (Where deceased lived, H institution: Residence before edmission) 
5 e. b. COUN 
‘ Carroll County __manviano ||” “Maryland Carroll 
bay = b. CITY OR TOWN [if outside corporete limils, cc. LENGTH OF STAY IN Ib G5 _yile TOWN (lf outside corporata limits, write RURAL end give nearas! town) 
Ba write RURAL end give nearest town) " 
£5 Mb. Airy _25 Years X Mt. Airy 
Bs , d. NAME OF HOSPITAL OR INSTITUTION (if not in hospitel, giva stre: d. STREET ADDRESS o- 1S RESIDENCE 
=a / 
Ses 7) 6 Carrol] Ave sie ——|-L 306 Carrol] Ave, __|s[ nope 
= 5 . N OF - First Middle Last Month Day —s‘Yerer 
4 a DECEASED 
a 


Cece _dlltupe _caten Me Denoug f 


5. SEX 6. COLOR OR RACE|7, mapRieD [] NEVER MARRIED [| ® DATE oF 
wiboweD fj Divorced [|] 


DEarn Februar, vy 22 1963 
IFUNI 


9. AGE {tn years IDER 1 YEAR | IF UNDER 24 HRS. 
lest i 


94 


Si ini sare D Hours Min, 


ite 
Wa. USUAL OCCUPATION (Give kind of work 
done during most of working lifa, even if retirad) 


g 6. 1 
10b. KIND OF BUSINESS OR INDUSTRY | NL BIRTHPLACE (County & State, or foreign country) 12. CITIZEN OF WHAT COUNTRY? 


ny event, within 72 hours after death. 


§ 
c 
2a 
68 
BS 
9 
2 2 
3s Farmer Farming |_Montgomery Co. Md. | U.S.A. _ 
of 13, FATHER'S NAME 14. MOTHER'S MAIDEN NAMI 
a fi 
2 
vo Thoma s_W. MeNano Bech el O Ket th: ie 2. eee eee 
© 5 5 15. WAS DECEASED EVER IN U.S. ‘ARMED FORCES 16. yeh SECURITY NO.| 17. | oom “Address 
= 4 = g (Yes, no, or unkown) | (tfyes givawarordatesol service) 
3 2. M 216-22-960 Same_as. = 
= ie § 18. CAUSE OF DEATH [Entar only one cause per lina lor (a), (b), 29 te). Luther M.MeDonough — ua ae ia > 
ce 5 Ss PART 1. DEATH WAS CAUSED 8Y: 
segae imenatecause) Arteric Sclerotic. Cardovaiala Ditease _ Nhwt 1S years 
fa538 os FO) TS DUE TO pee 
z2eke centitoan Ry, WRTEN © Gencr alized bff evio Sclerosis. 4 1 Sears 
_ 2h 5 gave rise to immadiate couse 
“#2 “ae {a}, steting tha undarlying (DUE TO 
ce aim couse laste icles es kt ne ad aw 
es - a 3 PART Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Ie)| 19. pea 
ges a2 3 
eee 3 a ; ea Ns ee 6 NN 
=83 art = | 2De. ACCIDENT WAS UNDERLYING () 2Db. DESCRIBE HOW INJURY OCCURED. (Enter natura of injury in Pert | or Part Il of itam 18.) 
. a = 
& ous & | OR CONTRIBUTING (1) CAUSE OF DEATH 
MEEDS © (IF EITHER, NOTIFY MEDICAL EXAMINER) 
OF 528 3 20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, | 2DI. (City or town) (County) ~—(Steta) 
eR Be g Riotie-< gens Whitial_<itton Vile lactory, streat, offies bldg., ate.) | 
beat Z Ey ba 19 ot work [] at work [_] | 
eH Os J ee EP ee 
Heese 21. I certify that (I} {this hospital) attended the deceased trom EL R.cu arg, eal , 1958, to ek wssde. % 196.2, that (1) (we) last 
« Ys 2 saw the deceased alive on. F2 Bs. al 19.63., and that death occurred ai/% BM, from the causes and on the date stated above. 
is) ga 22e. SIGNATURE en he, oe we 22b. DATE 
Mert WE, Lecbercee mo, |AREET g binon CE OI 2/2343 
S35 es Die. PHYSICIAN'S 224, ADDRES: 
EB ea a NAME. (Type) , 
Bc683 Velen he Sie oe aI Movnt_ Airy, Ward land... 
es he y= A Q3e. BURIAL, CREMATION, | 23b. DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY 23d, LOCATI (City, town or county} (Stete) 
Epes REMOVAL (Spacify) ’ 
Qrozs Ky urda 2-25-1963 Hyattstown Methodist Montgomery Co, Md. 
VR AIS (4 uy 24 FUNERAL DIRECTOR'S SIGNATURE ADDRESS 


ISM 7-62 


| _C.MWALTZ Rox 241 Sykesville, Mde 


} ot FEB 26 1663 Pot 


: The law re 


as 


quires that the death certificate be executed €@ 24 hours after > 


IAN: 
retained by the hospital or attending physician. 


TO HOSPITAL OR ATTENDING PHYSIC: 


% death. Page 4 m 


> TO FUNE 


led in by thi 


within 72 hours after dea 


-transit permit. Then please remove carbon papers. Pages 1 and 


‘OR: After this certificate has been signed by the attending physician and completely 


RAL DIS 
page 3 should be detached for use as the burial. 


director, 


a 
= 


iM 9/60 


|, cremation, or removal, and in any event, 


be filed with the State Dept. of Health prior to burial 


{ 


MARYLAND STATE DEPARTMENT OF HEALTH 
piv IN OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


CERTIFICATE OF DEATH 02071 


1. PLACE OF DEATH 2. USUAL RESIDENCE [Where deceased lived, If Insiilulion, Rasidenca before admission) 


a. ~ CORAL i Deak MARYLAND 


a b. COUNTY 
. Lele RLLAV D cA feekhet 
b, CITY OR TOWN {if outside corporate limits, TAY c. CITY OR IN 


c. LENGTH OF STAY IN Ib {lf outside corporate limits, wrila RURAL and give naarast lown) 
write RURAL and give nearest town) 


béST Ho ly Sie ait>.| 4 CAFS |X PYUALRT#YZ west sTER, -p 


d, NAME OF HOSPITAL OR INSTITUTION (if not in hospitel, give street address) dd. STREET ADDRESS ie RESIDENCE 
‘ON A FARM? 
CALQILL ColaTp CLW, A esPTA 4 WAR ZZE LBC F0AO ves [No [] 
3. NAME OF First “Middle Lest ae ‘DATE r ‘Month “Day rae 
DECEASED 


DEATH KLE <i 


Wraersin Av DAV/D Pe : KI y 


5. SEX 6. COLOR OR RACE) 7, mARRieD PF] NEVER MARRIED [_]| 8- DATE |9. AGE (In years jIF UNDER 1 YEAR| IF UNDER 24 HRS. 


las bighday) |Months| Days | Hours | Min. 
wipowtD [7] __oivorceo [J | 29 7 PE aR pete aed | 


done during most of working life, even if retired) 
ies =, | FAR AA 


10a, USUAL OCCUPATION (Give kind of work 1Db. KIND OF BUSINESS OR a Ti. BIRTHPLACE (County & State, or foreign country) 12. CITIZEN OF WHAT COUNTRY? 


JIARFLAWD a} Saks 


13. FATH | 14. MOTHER'S MAIDEN NAME 

FUE oDORE- A Ad SMIWVEL | AVY E, TAR | Sa ge 
Wane ean SRG SARE eCTaCESy | 16. SOCIAL SECURITY NO.| 17, INFORMANT Address ATS 
Les py | Mie Wee PAULWEAARIE” AKWNE hy ror 


INTERVAL BETWEEN 


18, CAUSE OF DEATH [Enter only one cause per line for (a), (b), and (c),] E 
ONSET AND DEATH 


PART I. DEATH WAS CAUSED BY: 
DMMEDIATE CAUSE fo) __ LPNVE YAOVTA 
+ Got A DUE TO 
Conditions, it Shy, which (b) 
gave tise fo immediate cause 


{a), stating the underlying 
causa last, tc} 


DUE TO 


19. WAS AUTOPSY 


ra PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED 1 To THE “TERMINAL DISEASE CONDITION. “GIVEN IN PART 1a) pela 

ee 

s CEREB RA L AwEvRySA d vis] No Ta 
= 20a, ACCIDENT WAS AA Se: ga 20b. DESCRIBE HOW INJURY OCCURED. (Enter natura of injury in Perf | or Part Il of itam 18.) 

& | Op CONTRIBUTING L] CAUSE OF DEATH 

& | UF EITHER, NOTIFY MEDICAL EXAMINER) 

3 20c. TIME OF INJURY Month, Day, Year| 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, | 20f. (City or fown) {County} (Slate) 
a (me ae While __ Not While fectory, street, office bldg:, ete.) | 

= Bint 19 at work at work 1 


2. I certify that (I) (this ms) attended the deceased from. 4/..2of 

saw the deceased alive on.... Zl 1963, and that death Secceee “ia, ‘. % 

22a, SAGNATURE + 22b. DATE 
TKS. Maney _ hot a Sah pays. O zf2/ ie s_ 

72k PHYSICIAN'S 22d. ADDRESS ’ a 
NAME. (Type) Jonv Ss. HanstHay, 1.0. | LOL Ws, MAW ST, WESTMINSTER, 71D. 

23a, BURIAL, Gauss 3b. DAJE THE 23, NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, fown or county) 7 sai 
Y. ec 
WP (He | 2/6 oP khan BLAWG CFE \ prt sTriw STEER oO. he 


ADDRESS 


WEST UM STER, 70D 


IERAL DIRECTOR'S SIGNATU! 


25a. REC'D BY 4 196: 25b. ISTRAR'S, SIGNAT! ff 
okEB 4 19 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
~ {092100 CERTIFICATE OF DEATH 


oa 


92072 


iain Reg. Dist, No. 
= i ¥ \ 
eee 3 z M 1, PLACE ea peaTH 2. Ua ce (Where deceased lived. If institutian: Residence before admission} 
8 8 o. COU o b, COUNTY J 
= = Carroll ee Maryland A gyany L 
£3 3 BGI ORTOWN iif eukide corporere limit, write c. CITY OR TOWN (If autside corporote limits, write RURAL and give nearest town)” 
g 3 URAL ond give neorest town! nh 2 
% $2 rkesvi m.&mo dys Cumberland O | Aud» - ghee 
5 038 “ 5 in hespitel, gi . 1S RESIDEN 
a ei 4. NAME OF HOSPITAL (IF not in hesptel. give sree! oddress) . STREET ADDRESS o Is RESIDENCE 
»:- Spring d ate Hosnita 7hO Green St. Yes NOE 
2 § H 3, NAME oF First Middle Lost 4 rer Manth Day Yeor 
oe i 
& 23 (Type or print) MABEL VIOLET MINNICKS sane February 13 19 63 
ol 5. SEX 6. COLOR OR RACE |7. MARRIED [[] NEVER MARRIED [-] | 8. DATE OF BIRTH 9 AGE (In years [IFUNDER 1 YEAR]IF UNDER 24 HRS. 
= ss” Whi & birthday) Hours | Min. 
a an Female hite | wiooweo gg pivorceoO] | April 16, 189), ys] : 
$ & ag 10a. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stole or fareign cauntry) 12. CITIZEN OF WHAT COUNTRY? 
Be omrgats during most of working life, even if retired) i sale 
5 pes Cleaning Woman ougewo West Virginia U.S.A. . 
x 8 3 13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME - 
Sobers 
2 © $6 
8 Ses Russell T. Somers C Hady 
= S 2 3 1S. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT Address 
% «6 (Vat, 110. oF unknewn) {IF yes, give wor oF dofes of service) 
& gue ° 9=3h= State Hosnital 
3 2 He 18. CAUSE OF DEATH [Enter only one coute per line far (9), (b}. and (c).] INTERVAL BETWEEN 
os 285 i f 
2 es e J PART 1. DEATH NPBA Lue jo, ACULE myocardial infarction "= Minutes 
esos, ‘ DUE TO 
o oe " 
& Bz > Conditions, if ony, which w)_OCclusion of coronary orifice Minutes 
ee} Eo gave rise to immediate 
3 Shs couse (o}, stoting the under. ( PVE TO 
Pg 2sF alvingiceute losll «@-Syphilitic heart disease with mitral stenosis 1 Years. 
32 3 S a ra or nt WW. fee auar nd cae es CONTRIBUTING TO DEATH rural ae TO THE TERMINAL aaa ee IN PART Ifa) } 19. Beg ee, 
2sLto mi omic brain syndrome assoc. wi th nentr nervous system sypl 8, 
eases ANS Ines nceph ith psycho reaction vesK) NoO 
= ro2 5 © [aoc ACCIDENT WAS UNDERLYING Ob. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part | ar Part It of item 18.) 
Zeiss [S| Raman musearseunes 
<5g25 3 
2stss & |20c. TIME OF INJURY Month, Doy, Year |20d. INJURY OCCURRED | 208 PLACE OF INIURY (hows Fors, 1200. (City or town) (County) (Store) 
eo. es a H mi. hil Nat whil foctory, street, + etc, 
z <2 5 é = a: = a w bi oO cyan Fn] ' 
£58 
Qos e? 2). t certify that | attended the deceased fram_. st_19__, 19.57, toFebruary13., 1963.,that | lost saw the deceased 
23235 
gfe iat alive on Fe bruary..13_____. 4 WHORES, and that death occurred at6200_A.M, fram the causes and an the date stated abave, 
FS @ 4 i ote ADDRESS (Street, city or town, stote) DATE SIGNED 
Pet oa astride Gon Dn ahs 2-13-63 
Ye Shine oe ss A: aa eee Le Ne A SS | 
oeaze | ee Springfield State Hospital 
xe<22 NAME (typ) Antonius Glabn, M. D Sykesville, Ma 
§ £3 ie) > ) | 70. BURIAL, REIN) Tb. DATE THEREOF Tic. NAME OF CEMETERY OR CREMATORY 72d. LOCATION (City, town, or caunty) (Stote) 
5% > REMOVAL (Specify i 
= pa e's i) Buria 2/15/63 Rose Hill Cemeter Cumberland Maryland 
Rome | Y)  J23. FUNERAL DIRECTOR'S SIGNATURE ADDRESS Qo. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGIYATURE, 
CAN 
Vs AIS (4) Gharles L, George Cumberland, Md, DATE 1963 ey yee" 
TSM 9/58 ? 


MARYLAND STATE DEPARTMENT OF HEALTH 
ion of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


1 


FOR STATE 


02107 


92073 


MEDICAL EXAMINER'S CERTIFICATE OF DEATH 


HEALTH DEPT. 


1, PLACE OF DEATH 


|] 2. USUAL RESIDENCE (Where deceosed lived, If institullon: Residence before admission) 


=O thes 


- - b. COUNTY 
: CRRHOLL SAE 
4 pan eS MARYLAND || MARYLAND COUNTY-CARROLL 
3 b. CITY OR TOWN [if outside corporete limits, c. LENGTH OF STAY IN Ib s. CITY OR TOWN (If outside corporete limits, write RURAL end give neerest town) 
3 VES i give neerest town) Shours 
fe ur: 
: \ RURAL WESTMINSTER ; 
d. NAME OF HOSPITAL OR INSTITUTION (if not in hospital, give street eddress) d. STREET ADDRESS . Sree 
} ARM 
CARROLL COUNTY GENERAL HOSPITAL | ; 
3 3 ed ROUTE. 1. WESTMINSTER 1D ves 1] No Df 
Vy ‘os 3. NAME OF First Middle Last 4. DATE Month Dey Yeor 
BOG DECEASED OF 
= be {Type or print) - G | DEATH 19 6 
700 Pe A 1 > 3 on 
capes 5. SEX 6. COLOR OR RACE|7. sarRieo NEVER MARRIED [| 8 DATE OF BIRTH 9. AGE (In yeors |F UNDER 1 YEAR| IF UNDER 24°HR 
S53 3 lest birthdey) | onths| Dpyx | Hours as 
5 En® Male WHITE wipowe [] DIVORCED 11-26-62 ye. b) | | 
s ie R= TOs, USUAL OCCUPATION (Give kind ol work | 1Db. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stete or foreign country) 12, CITIZEN OF WHAT COUNTRY? 
ou 80 > done during most of working life, even if retired) 3 
0 eo. 
28233 | _cMANT “et rearnepe Aird lilt Ll Se 
= 3 as 13. FATHER’S NAME | 14. MOTHERS MAI 
CUS ins 2. = " 
£6e25 RAYMOND Gs MINTZ. \ JANICE KENT J 
re? 15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO.| 17. INFORMANT Address 
Se (Yes, no, or unkown) | {Il yesgivewerordetesofservice} : g 
BESES no : s none CARROLL COUNTY G=NRRAL HOSP. 
BSFa_, 18. CAUSE OF DEATH [Enter only one couse per line for (e), (b), end (c).| INTERVAL BETWEEN 
geees PART |. DEATH WAS CAUSED BY, i lz Ne o | } ; CREE 
astae x C IMMEDIATE CAUSE (e) Bila exal hemar ERIC o- Prewmonncr jee =, 
Fa is f y / DUE TO 
ate SS ‘™ 
2263 = Conditions, il eny, which (b) ; > 
Bono & gove rise to immediate couse 
2f5 45 (e), steting the underlying ( OUETO 
g £3 5 couse lest, to___ 4 - es — 
efese A PART Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART lie)| 19. WAS AUTOPSY 
Spied o — = PERFORMED? 
£S5n5 < ves BY No 
EEUU Z. u ae ee = - Et 
Gere it = | 20a. EXTERNAL CAUSE WAS 20b. DESCRIBE HOW INJURY OCCURED. (Enter notura of injury in Pert | or Pert I of item 18.) 
wesee & | PRIMARY [1] or CONTRIBUTING [] 
a ou es s & | CAUSE OF DEATH. | 
co — — — 
Eeeoa 3g 20c. TIME OF INJURY — Month, Dey, Yeer | 2Dd. INJURY OCCURRED 2De. PLACE OF INJURY (Home, farm, | 208. (City or town} (County} (State) 
su Bas s Hbuigethi ‘White Mle Heawrtite feclory, street, office bldg., etc.) | 
Geos z Ain 19 ot work at work | i 
Hale? —- Fs Wrst : am 
ne 205 21, I certify that | took charge of the remains described above, held an Autopsy . Inspection el Inquiry (foal and in my opinion 
BUS death resulted from: Natural causes [], ident [[], Suicide [_]. Homicide [-], Undetermined manner [-] 
y We 
eo 7 CHIEF MEDICAL EXAMINER [_] 
i) as 
Aes? ACTUAL CLA ye ESSISTANT MEDICAL EXAMINER [_] DATE SIGNE) 
» S 4 SIGNATURE SS. 2-/ 2-. 
Besa DEPUTY MEDICAL EXAMINER MM e 
Betas EXAMINER'S i 
Be oa NAME (Type) Address (Street, city, town, of county} he 
atses 22e. BURIAL, CREMATION,| 22b. DATE THEREOF 22c. NAME OF CEMETERY DR CREMATORY ] 224. LQCATION City, town, or country) {Stete) 
ons0 3 JEMOVAL (Specity] 
Pn 2/2Y63 Wttrpel aca 
/} INERAL DIRECTOR ADDRESS) = 
VR AI5ME ’ 
5M 162 53 | 


E o 


S 24 hours after 


nding physician and completely filled in by the funeral 


I-transit permit. Then please remove carbon. papers. Pages 1 an 


the State Dept. of Health prior to burial, cremation, or removal, and in any event; within 72 hours after deal 
“~~ 


TTENDING PHYSICIAN: The law requires that the death certificate be executed 


TOR: After this certificate has been signed by the afte! 


2 retained by the hospital or attending physician. 
ge 3 should be detached for use as the burial 


Cc 


* 


a 
ett: 
RO = 
aoa? 
a Ass 
02532 
otoes | 
TOU 
27k 

VR AIS (4) 

15M 7-62 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


02102 ___g, CERTIFICATE OF al ___ 92074 


I, PLACE OP DEATH 2 emma bea SIDENCE wee deceased ied, Fito ; Reside 
a. COUNTY 


oe ee Residence bafora een? 


a. STATE b.c eo 
Carroll 1. : MARYLAND Marylan “Balto e City Ms 
b. city OR TOWN the outside la c. LENGTH OF STAY IN Ib c. CITY OK TOWN a Foulsida corporale limits, writa RURAL and give er town) 
wile ang give nearest town! 
Sykesvi Lite lyr Sig. 13dys Baltimore 11 
_| 4. NAME OF HOSPITAL OR INSTITUTION {if not in hospital, give siraet address) || d. STREET ADDRESS 
Springfield State Hospital 1213 Morling Avenue 
Seen First “Middla Last 4. DATE Month D: 
OF 
. {Type or print) Mildred Gertrude Myers | dear February hy a9 oe 63 
) 5. SEX ~ 16. COLOR OR RACE) 7. MaRRiED [OENever MaRRieD o 8. DATE OF BIRTH op ens IF UNDER 1 } F UNDER 24 HRS. 
ithdey, io Days | Hou . 
Female White | wrowef]  oivorceo [] December 5, 1878 ‘Bl cay ete oe Gs 
30a. USUAL OCCUPATION (Giva kind of work | 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (County & Stata, or foraign country) _| 12. CITIZEN OF WHAT COUNTRY? 
done during most of working life, avan if retirad) i U S A 
Housewife | - | Maryland | eA. 
13. FATHER'S NAME 2 7 | 14. MOTHER'S MAIDEN NAME a 
George Brooks | Mary Ann McCauley 
15. WAS DECEASED EVER IN U.S. ARMED FORCES? Z * ae 


Ulfyesgivawarerdatesofserviea) 


16. SOCIAL SECURITY NO. | 17, INFORMANT Address — 
- 


Springfield State Hospital Records” 


{Yas, “KS unkown) 


18. CAUSE OF DEATH [Enter only ona cause par lina for (a). (b), and (e).) 


ONSETAND DEATH 
ra LOOMS ASEM Terminal bronchopneumonia a Se 
A f DUE TO 

Conditions, it any, which (b) 


isa to immediata cause 


tating tha underlying (| DUETO 

cause fast, a Ta (e) _ ion x ang = 
5 PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINA ‘ASE CONDITION GIVEN IN PART Ve WES Hes 
5| CBS with cerebral arteriosclerosis with psychotic reaction, ves [] no PR 
= }20a. ACCIDENT WAS UNDERLYING [|] | 20b. DESCRIBE HOW INJURY OCCURED. (Entar natura of injury in Part tor Part Il of itam 1B.) +; 
ee aoa el cad 
3 206. jue OF INJURY Month, Day, Ta Era yee Pre EM AEE NE EF sored | ‘208. (City or town) (County) (State) 
8 ewe, 19 [etwork [] at work [| 


ai. I certify that (I) (this hospital) on, ve deceased from... ra 
Bs 19.93, and that death occurred raaled ie ris the causes Sale on a stated above. 


a 22b. DATE 
Me AS no [AMBP eron AMS ag afti7e3 


- 22d. ADDRESS 
FAME (Typa) Agustin del po, M.D. pringfield | State Hospital, Sykesville, Md. 
IAL, CREMATION, | 23b. DATE THEREOF 3c. NAME OF CEMETERY OR CREMATORY 


REM 23d. LOCATION (City, town or county) (Stata) 
OVAL (Specify) Feb.6,1963 Af, 
21963 D0thelawdlure Mabey, 
24 FUNERAL D) RECTOR’S IGNATYRE ADDRE ae REC’D BY REGISTRAR | 2Sb. REGISTRAR’S SIGNATURE 
A OTROCUMS aly 14 FY Laue lie AC | DATE F EB 7 gCL d, 9 ww 


saw the deceased alive on...... 


i 


TT 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


— 


be executed a 24 hours after 


10a. USUAL OCCUPATION (Give kind of work | 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (County & Stata, or foreign country) | 12, CITIZEN OF WHAT COUNTRY? 
dona during most of working life, evan if retired) 


_CERTIFICATE OF DEATH - 
- 7302. 02075 
33 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived, If institution: Residence bafore edmission) 

' he v 
a Carroll manviann ||) / Maryland * count’ Montgomery 
#03 &. CITY OR TOWN if outide Cojporeta eats ¢. LENGTH OF STAY IN ib c. CITY OR TOWN (lf oulsida corpora ‘Timits, writa RURAL and giva naarest town) 

give ys 

aan Rurale-Sykesviite”” |ly. 3m. 17d. Olney / 
3 35 vom d. NAME OF HOSPITAL OR INSTITUTION (if not in hospital, giva straat address) || d, STREET ADDRESS pe. Ig RESIDENCE 
ces i Springfield State Hospital | 200 King William Drive wes] NOL] ? 
3 BN a WERE OF Firs Middle last 4. DATE A Month hy eng ae 
2 ae] » Taps brent Mary lefttrich  Northeraf{ tram 2 27 19 63 
8 cs 5. SEK 6 COLOR OR RACE) 7. maRRieD [—] NEVER maRnieD [] | 8. DATE OF BIRTH 9. TAGE Tin Yeon [Ne IF UNDER 1 YEAR] IF UNDER 24 HRS, 
3 last birthday’ "i [Hours | Min. 
5 female white wioowen Fe} DIVORCED [_] | 9/3/1871 yrs. ig libs ehh | i 
5 
2 
a 
= 


housewife | Missouri USA 
a 13. FATHER’S NAME i 14. MOTHER'S MAIDEN NAME 
a 2 
A2 John Gideon McDaniel | Jenkins 
15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO.| 17. INFORMANT * Address = 
(Yes, no, of unkown} | (Ifyes give warordates of servie $ 
no unknown pringfield Hospital records - Sykesville » Md. 
18. CAUSE OF DEATH [Enter only ona cause per line for (al, (b), and (e).] “INTERV AL BETWEEN 
PART |. DEATH WAS CAUSED 8Y; “Line % th Br, br thi TT CREE ARO mE 
iy IMMEDIATE CausE a) _PULMONATy anscess with rupture into the left oe 
SS t ‘ purr AP Lean, ' Days 
Conditions, if ti fen ) Bronchopneumonia Days : 
ray aa to inmadiew ce | ourro General arteriosclerosis Years 


causa lest, (e) 


19. WAS ‘AUTOPSY 


PART Il. OTH! re ns) CONDITIONS CONTRIRUTING TO DEATH QUT NOT ELAT D TO TI 4E TERMIN. AL ‘DISE. ‘ONDITION : paar Te) 
Chronic yndrome ean ua d arterioscleros Pe psye ey 


Zz 
2 PERFORMED? 
A yes [X] NO 
$ ___ reaction, _ ety. 2B ane’ lag 
= 20a. ACCIDENT WAS UNDERLYING Oo 20b. DESCRIBE HOW INJURY OCCURED. (Enter natura of injury in Part I or Pert li of itam 18.) 
& ] OR CONTRIBUTING (] CAUSE OF DEATH | 
S | (le UTHER, NOTIFY MEDICAL EXAMINER)| 
3 20c, TIME OF INJURY Month, Day, Yeer | 20d. INJURY OCCURRED | 200, PLACE OF (So SEL ae =o 201, (Cily or town) (County) (State) 
a Hour a.m, Whila Not While factory, street, office bldg., atc.) | 
g ae 19 Jat work [_] at work [_] | 1 


ENDING PHYSICIAN: The law requires that the death certificate 


retained by the hospital or attending physician, 
TOR: Afier this certificate has been signed by the attend! 


director, page 3 should be detached for use as the burial-transit permit. Then please remove car! 


5 1963, that (% (we) last 


be filed with the State Dept. of Health prior to burial, cremation, or removal, and in any event, 


TO HOSPITAL OR 


21. | certify that Q@& (this hospital) attended the deceased from............ 11/10/.... 19.01) to... ce. fs 
-@ saw the deceased alive on 2/2 wd9..63,, and thal death occurred 188 35,, ei the causes and on the date staled above. 
J : 22b, DATE 
: TENDING, D. STAFF SIGNED 
oe i. A as. oOo __bikkeroR O PHYS. frst rsa =6 
q Prsicas ~ | 22d. ADDRESS Springfield State Hospital 
2 
FS if lis Se Yargolin MDe | Sykesville, Maryland 
£ } 23m, BURIAL GE ae ie DATE THEREOF | je. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, lown or county) (State) 
MI pacify) 
g6 Burtat 3+2-63 Burtonsville Union. Burtonsville, Maryland 
x as ay , SIGNATURE 


24 FUNERAL DIRECTOR'S SIGNATURE ADDRESS ee REC Y_REGISTRAI 
FrancisHs Barber = Laytonsville, Mdw Tae WAR 4 a 2 Log) 


be executed &. 24 hours after 


The law requires that the death certificate 


retained by the hospital or attend 


OZATTENDING PHYSICIAN: 


*: 


TO FUNERAL D: 


TO HOSPITAL 


hysician. 


ing P 


death. Page 4 


FAARTLAND STATE VEPARIMENT OF REALIN 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


| 02104 as OF DEATH 02076 


1, PLACE OF DEATH 
2, COUNTY 


_— 


2, USUAL RESIDENCE{Whare deceased lived, Il institut Litintl “Residence befoge sdmission) 
b, COUNTY 


|Zierm 
| 10b, ‘A OF BYSINESS OR INDUSJRY | 11, (Gl EEA jate, oF. lorsign country) "12. CITIZEN OF WHAT COUNTRY? 
ven iptetired) | i 
| ae 220: 
13. F. ER’S | “14. MOTHER'S ee) NA. ‘4 t as 
| Bical . 
2! S ni 2 = 
‘be Se, 


I 

s 

2 

2 

ang MARYLAND | 

cS 3 ¢. LENGTH OF STAY IN Ib corporpie Jimits, write Mettede ‘and give nearest town) 
el , 

EUS K 

zg 3 d. STREE “] @, IS RESIDENCE 
eke ON A FARM? 
> 43 : H : ae LYSE NOTE 
Bet Middle Last Dey fer 
Ban DECEASED s 

a 

e re (Type or prin) E 3 i DoF 

3 4 6. COLOR OR RACE) 7, wannieD [_] NEVER MARRIE «PATE BL 9. XGE (in yoors |IF UNDER 1 YEAR| IF UNDER 24 HRS. 
2 ge birthday) al Deys’ | Hours Min. 

5 Lf97 wibowtd [] __oivorceo [7] | d 

§ Tos. | USUAL OCCUPATION (Give kind of work 

3s 

o 

> 

fe 


in any even’ 


ing pl 
it permit. Then please remove eeuoT papers. Pages 1 and 2 should 
t, wit 


to burial, cremation, or removal, and 


YSZAVAS DECEASED EVER iN Us: We teeter FORCES? | 16. SOCIAL SECURITY NO. 17. INFORMANT 


(Yes, no, of unkown) | {Ifyesgive woror doles ofservi Wd mee 
pi 
1B. CAUSE OF DEATH [Enter only one cause per line for (a), (b), and (ec). =| INTERVAL BETWEEN 
PART I. DEATH WAS CAUSED BY: “(ae ae met 
IMMEDIATE CAUSE (e)__ 4 LA < oe = 
: DUE TO : om © 6 an 
Conditions, if ony, which hy A yoy 


gave rise to immadiate couse pUETO 
0 -2-6 ES 


{e), steting the underlying 
T RELATED TO THE TERMINAL DISEASE CONDITION GIVEN’ 


ransil 


cause last. id 


te has been signed by the attend! 


21. 1 certify that (I) (this hosp »3 ee 3 deceased from. A1 that (1) (we) last 


saw the deceased alive on..... See: x suse and that death occurred aS fF M, from the causes and on the date stated above. 
226. SIGNATURE 22b. DATE 


ATTENDING E STAFF SIGNED 
aude ae mp, | PHYS. I dintcron (1 Pays. [9 
_ ~~ | 22d. ADDRESS { wr 


2c. Z OF CEMETERY ah - 723d. pp —: or Founivl =e "] 


2Sa, REC'D BY REGISTRAR 63  felenles a 


) ta) joare FEB 9 1963 _ Flora hnage_ 


Zz PART Il. OTHER SIGNIFICANT CONDITIONS | ZONTRIBUTING TO DEAIA BUT IN PART Tie)! 19. WAS AUTOPSY 
ete PERFORMED? 
Ze, YIS ee 5a eke ed ves [) No [] 
$35 © [ 200. ACCIDENT WAS UNDERLYING [] | 20b. DESCRIBE HOW INJURY OCCURED. (Enter neture of injury in Pert | or Pert Il ol item 18.) 
vy. a & | OR CONTRIBUTING [1] CAUSE OF DEATH 
2 & [UF EITHER, NOTIFY MEDICAL EXAMINER) 
5 x 20c. TIME OF INJURY Month, Dey, Yeer | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, lerm, | 20%. (City or town) (County) {Stete) 
= a Meus kim: While __ Not While lectory, street, ollice bldg., ete.) | 
< 8 5 a at work [] at work [_] | j 
a 
° 
a 


22c. PHYSICIAN'S % , 


cee EE E. Hobdy 


230. a CREMATION, | 23. DATE THEREOF 
Py, 


director, page 3 should be detached for use as the burial-tr: 


be filed with the State Dept. of Health 


VR AIS (4 
ISM 7-62 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


- 02105 CERTIFICATE OF DEATH 02077 


1 PLACE OF Om =A a // RESID my aly sings PML CO OE 
=. COUNTY ve ole o. STATE b. COUNTY ten fyen 
Vv a MARYLAND eit J 
_f iY OR TOWN {it Bes limits, ¢, LENGTH OF STAY IN 1b ©. CIT) de TOWN (lr optside corr tgAimits, write RURAL. ee tow! 
ETP uy 
be 


IS RESIDENCE 


F HOSPITAL Dil) wehosipas sre Lop ine a ss a 1S RESIDENCE 
Sprig pf cy Lp. Ge Jd y 4 A Ri eal ay 
; OF First Middle Last 4. DAT Oey Veer — 

BECERSED OF = 
(Type or prin!) /DA. "Neste QA] Bee i DEATH Lb. VES, 19 Cz 
3. SX "> He. red RACE) 7, MARRIED [-] NEVER MARRIED [] | &,OATEOF RTH 9. AGE (In years /IF UNDER T YEAR) IF UNDER 24 HRS. 
WIDOWED DIVORCED o6 6-aab- 157; Sie ry. 


ry) “| Hi 
Wa. US} ay OCCUPATION (Give of work =| 10b, KIND OF BUSINESS OR INDUSTRY [ 1. BIRTHPLACE (Counfy & State, of toreig untry) ITIZEN OF WHAT COUNTRY? 


Hours | Min. 
done PIRI 4 vii ee LITHUANIA THUAN) A u 


13. FATHER'S NAME | 14, MOTHER'S MAIDEN NAME 


TADoRE NOL Tox | nV. 


15. WAS LIAD: EVER IN U.S. ARMED FORCES? “SECL 
INTERVAL BETWEEN 


K SERS a | 16. SOCIAL SECURITY NO. | hae Te a hs Addy me 
es, no, oF ynkown) | Ityesgivewsrordetesofservice) 
vi) Rae SA eer 
“Ly 


ithin 72 hours after de 


be executed ®@ 24 hours after 


aes Deys 


{, and in any 


18. GAUSE OF DEATH [Enter only one ig ae fe). Ib), aggre) FS So Vf, 

PARTI. PEATIMDIATE CAUSE) A, 4 ee ee Lt Vt 4 +s a) AVTC 
, DUE TO or 

cnt tp tay WPrrolelevelc Carvabite - Vertopfar 

savliisa ioiieiwedienitecta See eK 

(2), stoting the underlying ( PUETO 


cause lest, ‘i_ 


ion, or removal 


g physician. 


transit permit. Then please remove carbon papers. Pages 1 anf 


3| By, RT Il, OTHER SIGWIFICANT CONDITIONS CONTRIBUTING Tp DEATH Bi si RELATED TO THE TERMJSAL ok GIVEN | oN 19. WAS AUTOPSY 
¢ PERFORME 

5 Ohravvc vad Ly bd v0 ne hy TCL lb fe Ky Vas SlRAC 109 yes [] NO 

= [20e, ACCIDENT WAS UNDERLYING) [] | 20b. DESCRIBE HOW INJURY OCCURED? (Ends pature, y “or Pay mp A, Le. . 

& | OR CONTRIBUTING [1 CAUSE OF BEATH -, CALS] RO PE HOB 4 

G [le EITHER, NOTIFY MEDICAL EXAMINER) 

s 20c. TIME OF INJURY Month, Dey, Yoor | 20d. INJURY OCCURRED | 202, PLACE OF INJURY (Home, farm, | 20f. (City or town) (County) (Stee) 

8 

= 


Rieti aks oe Not While __ | tectory, street, office bidg., etc.) | 


et work [] at work [] 1 


ENDING PHYSICIAN: The Jaw requires that the death certificate 


‘OR: After this certificate has been signed by the attending physician and completely filled in by 


‘tained by the hospital or atten 
director, page 3 should be detached for use as the burial. 


“: 


that (we) last 
2. from the causes and on the date Stated above. 


i 

Z 22, DATE 
ATTENDING MED. ‘AFF fA GES =) SIGNED 
PHYS. oO DIRECTOR PP Peis: 


be filed with the State Dept. of Health prior to burial, cremat! 


SFB 
ae, S = Fe 
H ag } a fone fies 22d. ADDRESS 
= 8 yee) 
e°3 7 mstantin WEBER | _ Poe. : >. 
Sep ) 30. BURIAL, CREMATION, | 23b. DATE THEREOF Zac. NAME OF CEMETERY OR C CREMATORY 23d, LOCATION civ town or county) Sais 
ns \ re REMOVAL (Specify) 
Cas aad 3, | Hebrew Young Mens ___| Baltimore, Manyfand 
3) S x 24 FUNERAL DIRECTOR'S SIGNATURE ADDRESS 25e. REC'D BY REGISTRAR | 2Sb. REGISTRAR'S SIGNATURE 4 

VR AL % 

Sol Levinson & Bros. 6010 Reisterstown Road 


__ioar FEB LB 1963 _ fOeerlig Jette 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


wet 


Wa, USUAL OCCUPATION (Give kind of work | 10b. KIND OF BUSINESS OR INDUSTRY | 1. BIRTHPLACE (County & Stata, or foreign country) | 12, CITIZEN OF WHAT COUNTRY? 


done during mest of working life, evan if retired) 


a: 02105 CERTIFICATE OF DEATH 92078 

— M 1. pene DEATH — i ~~ |) 2, USUAL RESIDENCE (Where dacaased lived, If institution: Residence before admission) 

= 2 F b. COUNTY 

5 Carroll MARYLAND “Myland Alle gany 

= 28 b city (Pe oa {if outside Ge iad "|e, LENGTH OF STAYIN Tb |} ¢. CITY OR TOWN {Hf outsida corporata limits, writa RURAL and give ni 
av ri ci jive nearest town; 

aes Sykesvilis 10 days Frostburg ; 

a @ x d. NAME OF HOSPITAL OR INSTITUTION (if not in hospital, give street addrass)_ d, STREET ADDRESS - 5 Rees 

ay) Springfield State Hospital Rt, #2 

3 + h OF “First Middle > a. DATE Month ‘Dey Yaar 

3 cae OF 

g 5/o ee wai John _—_—s Walter Perry pEATH = February 1, 19 63 

* 5. SEX 6. COLOR ORRACE) 7, marnieD [] NEVER MARRIED ies 'B. DATE OF BIRTH “|9. AGE (in years |IF UNDER1 YEAR| IF UNDER 24 HRS. 

3 Ma last birthday) |“Month| Days | Hours | Min. 

a le White | wwowi[] _oivorceo [| May 23, 1928 yn. | | 

a 

2 

5 Laborer = us | Meriand | USA, 

a 13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 

8 John R. Perry | Margaret H, Webster * 


1S. WAS DECEASED EVER IN U.S, ARMED FORCES? 
(Yes, no, or unkown) | (Ifyas give warerdatesofservica) 


CIAL SECYRITY NO.| 17. INFORMANT ‘A Addrass 
tio . AIS if eee Springfield State Hospital Records_ 


|| 18. CAUSE OF DEATH [Enter only one cause par line for (a), (b), and (c).) INTERVAL BESWEEN 


ES ey Be oma re Wyre Dt bet i) is 
Saad: TIX Mid es es ee L 7 Pulmonary aekesy i|* 


geve rise to immediate cause 
{a}, stating tha undarlying DUETO 
causa last, 


Then please remove 


cian. 


Xe 


le} 


Whila Not Whila | factory, streat, office bldg., ete.) | 
19 at work [_] at work ! 


| 
21. 1 certify that (I) (this hospital) attended the deceased from... tl Ges, 1 23, d° pissessacscesen Medici 19.5 03, that (I) (we) last 
saw the deceased alive on... 2, ps 19.63. and that death occurred alOs dp from ihe causes and on the date stated above. 


Hour a.m. 
Pam. 


z PART Hl. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Tla}/ 19. WAS AUTOPSY 
5 Schizophrenic reaction, catatonic type, ves } NO] 
 [ 20a. ACCIDENT WAS UNDERLYING [] | 20b. DESCRIBE HOW INJURY OCCURED. (Enter natura of injury in Part | or Part I of itam 1B.) Aa 

& | OR CONTRIBUTING [] CAUSE OF DEATH 

& | (IF EITHER, NOTIFY MEDICAL EXAMINER) 

3 20. TIME OF INJURY Month, Day, Year| 20d, INJURY OCCURRED | 20a. PLACE OF INJURY (Homa, farm, | 20f. (City or town) (County) ~~ (Stata) 
8 

= 


retained by the hospital or attending physi 
TOR: After this certificate has been signed by the attending physician and completely filled in by the funeral 


should be detached for use as the burial-transit permit. 
be filed with the State Dept. of Health prior to burial, cremation, or removal, and in any event within 7: 


OR, ATTENDING PHYSICIAN: The law requires that the 


+ 


22a. SIGNATURE r re 2 226, DATE 
‘ 7 : STAFF s 

a a wee S dan weg MP mo, | PHS.) birecror [) prvs. 2/3 
5 ag 8 22¢, PHYSICIAN'S aj a = 22d, ADDRESS WJ “a ay a 
Bo ba 4 age 8 Ae) Adnan Sonmez, M.D. springfield State Hospital, Sykesville, Md. 

BS ae ete: PA IL ae At) fede wel ed Bog = 
8268 Y Ze. BURIAL, CREMATION, | 23b. DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY __ 73d. LOCATION (City, town or county) {Spore} 

$f HI REMOVAL (Spocify) | b Aa ~ : ie 
i a Feb. S 1963 | | ur al Fr 

25a. REC‘D BY REGISTRAR | 25b. 


VR AIS (4) 
18M 7-62 


DIRECTOR’ SEgest c Funeral * RES: 8, Lb on in 
Mi _ cos’ Muce, My. — 


pi 


ot FEB  @ 19b3 


t 
fee ibig magte 


cd 


fer deoth: Page 4 
the funerol director, 


cf 


® 


After this certificate has been signed by the attending physician and completely filled in 


ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 hi 


by “he hospital or attending physician. 


moy be retained j 


TO FUNERAL DIRE 


__ TO HOSPITAL OR 
a 
ae 
Bt 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
02107 CERTIFICATE OF DEATH 


62079 


Reg. Dist. No. 


1. PLAGE OF DEATH 2, USUAL RESIDENCE (Where deceated lived. If inslitution: Residence before odmision) ——/ 
°. F °. b. COUNTY 
; arroll bp Maryland Baltimore 
b. CITY OR TOWN (If outside corporate limits, write | ¢. LENGTH OF STAY IN Ib c. CITY OR TOWN (If oulside corporote limils, write RURAL and give nearest town) 
RURAL ond give nearest town) és , 
kesville 3 moe 12 dys. Bal timore 24Up/F 
d. NAME OF HOSPITAL (If nat in hospital, give street address} d. STREET ADDRESS e. 1S RESIDENCE 
y OR INSTITUTION: ON A FARM? 
= ringfield State Hospital 1702 Chilton St, 
3. NAME OF First Middle Lost 4. DATE Month Day 
DECEASED | OF 
(Type or print} CHARLES NMI REISENWEBER DEATH Februa 
|. SEX 6. COLOR OR RACE |7. MARRIED EX] NEVER MARRIED [] | ®. DATE OF BIRTH 9. AGE {In years TF UNDER 24 HRS. _ 
lost birthday) Min. 
Male White wiooweof] ——oivorceo ff] | August ys. 


100. USUAL OCCUPATION (Give kind af work dane] 10b. KIND OF BUSINESS OR INDUSTRY | 11 
during most of warking life, even if retired) 


Sa man some Maryland 


13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
a) 


John Reisenweber /Z4eTh 


1S. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. | 17. INFORMANT = Address 
{Yas, 90, oF unknown) IMF yen, Qrve wor or dates of service) 
No 6-09-36 Records pringfield A Hospita 


18. CAUSE OF DEATH [Enter only one couse per line far (a), (b}. and te.) INTERVAL BETWEEN 


PART |. DEATH WAS CAUSED BY: eee 
: IMMEDIATE CAUSE (a! 3 


“ DUE TO 


IRTHPLACE (State or foreign country) 12. CITIZEN OF WHAT COUNTRY? 


Then please remove carbon papers. Pages 1 and 2 shauld be filed with 


Conditions, if ony, which 

gove rite to immediote 

couse (0), stoting the under- ( OVETO 

lying couse lost. «_Arteriosclerosis 
Pas I. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAI DISEASE CONDITION GIVEN IN PART I(a}|19. WAS AUTOPSY 

Chronic brain syndrome assoc. with cerebral arteriosclerosis, with : eH Noo 

Os yono res on bd 

a. ACCIDENT WAS UNDERLYING [J 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature af injury in Part | or Part Il of item 18.) 


OR CONTRIBUTING C] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Yeor |20d. INJURY OCCURRED | 20e. PLACE OF INJURY |Home, farm. | 20f. (City ar tawn) (County) (Stote} 
Hour o. m, While Not while factory, street, office bldg., etc.) | 
p.m. 19 Jot work [} ot work [J ‘ 


21. | certify that | attended the deceased fromOctober 30... 19.62, toFebruary.12., 1963..,thot last saw the deceased 


MEDICAL CERTIFICATION 


|. cremation, ar remaval, and in any event within 72 hours after deoth. © 
rs 


iched far use as the buricl-transit permit. 


page 3 shauld be 


ae) 

Ss alive on February 12, 19.63 __, and that death accurred at2215 PM, fram the causes and an the date stated abave. 
ie pr 1e ADDRESS (Street, city or town, stote) DATE SIGNED 
2 Ste One Comey eA, mere 2-13-63. 
| a encuane Springfield State Hospital 

= If NAME (Type) Adnan onme D w---- SV KORY ae Ot 0 a 

2 ) ‘Wc, NAME OF CEMETERY OR CREMATORY Tid. LOCATION (City, town, or county) (Stote) 

. F EMOVAL (Speci : 

2 BPib! I2MNL/63 VAK Lru-W (em-| 3A S12 OL eA 

$ ERAL DIRECTOR'S SIGNATUR ADDRESS ‘Ao. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 

cs Atle bre we FEBS $963 jobs Verte 


6 


TO HOSPITAL OR ATTENDING PHYSICIAN: The low requires that the death certificate be executed within 24h 


fer death: Page 4 Oe 
om 


After this certificate has been signed by the attending physician and campletely filled in By the funeral directar, 


ith 


Pages 1 and 2 should be fil 


Then please remove carbon papers. 


ched far use as the burial-transit permit. 
the registrar prior 10 burial, cremotian, ar remaval, ond in any event within 72 hours ofter death. 


by 4 haspital ar attending physician. 


page 3 shauld be 


may be retained 


TO FUNERAL DIRE 


YS AlS (4) 


SM 9/55 


Pox 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
02108 CERTIFICATE OF DEATH hep dite, OLOSD 


Le tay at 2 Se A enihtnd (Where deceased lived. If institution: Residence before odmission) 
e. a b, COUNT: 
YYLAND , - 
arroll bby Baltimore City iv 


b. CITY OR TOWN (If outside corporate limits, write | ¢. LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corporate limits, write RURAL and give neores! fawn) 
gmt ‘and give nearest tawn) 4 A 
kesville l2yr. 18da, Baltimore g 


d. NAME OF HOSPITAL (If not in hospital, give street oddress) d. STREET ADORESS. e. IS RESIDENCE 
OR INSTITUTION. ON A FARM? 
Springfield State Hospital 70 Cathedral Street ves] NO BE 


= 
3. Nea First Middie lost 4 on" Month Day Yeor 
(Type ar print Katherine Helena Reitz OEATH February 27 19 63 
5. SEX 6. COLOR OR RACE | 7. MARRIED [[] NEVER MARRIED ER] | 8. DATE OF BiRTH 9, AT a IF UNOER 1 YEAR] IF UNDER 24 HRS. _ 
Jost irl Y Months! Ds Hi in. 
Female White |woowotj  ovorceoQ | 6-22-91 fied ce |e (ces eae 
100. USUAL OCCUPATION (Give kind af work dane] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
during most af working life, even if retired) a penser 
Writer a Maryland U.S.A. 
13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 
John A. Reitz Lowisa K. Bauer 
15. WAS DECEASED EVER IN U, S. ARMED FORCES? /16. SOCIAL SECURITY NO. 117. INFORMANT Address 
(Yes, 20 9F unknown} {It yes, give wor or dates of service} 
No - = Springfield State Hospital, Sykesville, Md. 
1B. CAUSE OF DEATH [Enter anly one cause per fine for (0), (b}, and (c).] INTERVAL BETWEEN 


a 
Q 
3 
Fa 
S 
9 
= 
< 
3 
rat 
g 
= 


eet el 
BOV AL (Specitf) 4 
ZPLLALA J\ 3- 2-6 SALA a Cy EECA CLK LL 
73. EYNSRasDIRECTOR a 
) 


: ONSET AND DEATH 
PART |. DEATH WAS CAUSED BY: j ‘ 
DEATH AMESIATE CAUSE fa Cardi ro OO VS 
; M 
y DUE TO 
Ganaiiienmcitianss hich a Y E i AV = PH/21T1! 4 We] 
gove rise to immediate a 
couse (a). stating the ynder. ¢ OUETO e ty Cantinen-2— 


fying couse lost, : m 


Part Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(o) | 19. pies iol hk Ot 
Paranoid reactions ~ Paranoid state. yes J No] 
200. ACCIDENT WAS UNDERLYING C1 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Part | or Port Il af item 18.) 
OR CONTRIBUTING [1] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 
ae Oe Oe ee ee 
20c. TIME OF INJURY Manth, Doy, Year | 20d. INJURY OCCURRED 20e, PLACE OF INJURY iHome, farm, , 20f. (City or tawn) (County) (Stote) 
Late ther While No! while factory, street, office bldg., etc.) ' 
p.m. 9 lot work C] ot wok i 


21. | certify that t attended the deceased fram.__ 2b, «192 _aeeiio: 27-63, 19.___.,that | last saw the deceased 
alive on__.2727-63_ ee - 12__...._, and that death accurred ot 2. Ma, fram the causes and an the date stated abave. 

f ~~ By ADDRESS (Street, city or town, state) DATE SIGNEO 
Sowaters_J- ey ee “Lory. Springfield State Hospital 2-27-63. 


‘ Zz 
Ninetves Antonius Glahn, M.D. 


J{oate 


(AE 
L, yf. "aA" TAQ <e PORTE 


=a 


bould 


| 24 hours after 


empletely filled in by the funeral 


apers. Pages 1 ape 
R hours after A 


Then please remove cf 


— 
E 
© 
a 


oe) 
i3 
ss 
3 
o 
x 
o 
o 
2 
= 
G 
é4 
= 
6 
8 
ea 
a 
o 
=) 
o 
= 
a 
cS 
w 
£ 
S 
a 
© 
3 
= 
= 
° 
ee 
Sy 
a 
4 
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¢ 
5 
< 
& 
‘g 
3 
a 
Zz 
a 
a 
= 
‘Uv 
S 
2 
a 
o 
2 
Ce 
> 
cao 
33 
fe 
aa 
ae 
fe 
23 
52 
BS 
es 
oe 
BS 


Dept. of Health prior to burial, cremation, or removal, and in any even 


TTENDING PHYSIC: 


A 


hould be detached for use as the burial-tr 


death. Page 4 
director, page 3 s 
be filed with the State 


TO HOSPITAL OR 


<= 
= >To FUNERAL 2 


a 
2G 
Las 


MARYLAND STATE DEPARTMENT OF HEALTH 
0 ei IN OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


CERTIFICATE OF DEATH 02081 


1. PLACE OF DEATH a. 2, USUAL RESIDENCE (Where deceesed lived, If institution ae before admission). 
. COUNTY a. STATE b. COUNTY Eo Bog 
Carroll County MARYLAND Maryland unt 
b. CITY OR TOWN (if outsida corporate limits, ¢, LENGTH OF STAYIN Ib | ¢. CITY OR TOWN (if outside corporate limits, writa RURAL and give nearest town) 
write RURAL and give neorest town) 
___ WESTMINSTER MONKTON, OQ 3 x 
d, NAME OF HOSPITAL OR INSTITUTION (if not in hospitel, give street eddress) [STREET ADDRESS. . IS RESIDENCE 
ON A FARM? 
___ Carroll County General Hospital Blue Mont Road | . . ves [] Nof] 
3. NAME OF 3 “First Middle + Ls | 4. DATE Month Dey “Year x 
oF 
(Type or print) DORTHY M R iree peatH =©9February 4 19 63 
5. SEX . COLOR OR RACE) 7, marRIED Ly never MARRIED Ol 8. DATE OF BIRTH 9. AGE (In yaers |IF UNDER1 YEAR| IF UNDER 24 HRS. 
lest birthdey} “Months; Deys | Hours | Min. 
female white | wooweg] — owvorcio[]| August 20,1894 Chae || SN Pe Sie 


10e. USUAL OCCUPATION (Giva kind of work | 10b. KIND OF BUSINESS OR INDUSTRY | Il. BIRTHPLACE (County & Stele, or foreign country) | 12. CITIZEN OF WHAT COUNTRY? 
done during mast of working life, even if retired) 


Housewife _ | D. ul West Virginia | Seat > OS 
13, FATHER’S NAME | 14, MOTHER’S MAIDEN NAME 
Arvid Gibson | Cosby Riffe 


15. WAS DECEASED EVER IN U 
(Yes, no, or unkown) | (ifyesoi 


“ARMED FORCES? 
rot dotes of service) 


16. SOCIAL SECURITY NO.) 17. INFORMANT “Addos ~- Reisterstown,Md 


|Benjamin C.Riffe, 109 creéfie1d Ave 


18. CAUSE OF DEATH [Enter only one INTERVAL BETWEEN 
ONSET AND DEATH 


r lin for (@), (bl, end le).] 


PART |. DEATH WAS CAUSED BY: 
. IMMEDIATE CAUSE (0) _ PNVEUM MIA ___| -Pweeks 
/ “) A DUE TO 
Conditions, if any, which C2 


gove rise to immediate couse 


(a), stoting the underlying DUE TO 


{e), 


eS ee Se SE RS Se eee 
I, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(: 


Zz . WAS AUTOPSY 
Q teen Min PERFORMED? 
ee serie 
& | 200. ACCIDENT WAS UNDERLYING [| 206. DESCRIBE HOW INJURY OCCURED. (Entar nature of injury in Pert | or Part Il of item 18.) 

& | OR CONTRIBUTING [] CAUSE OF DEATH 

GT (F EITHER, NOTIFY MEDICAL EXAMINER) 

es — = sete 

S | 20c. TIME OF INJURY Month, Dey, Yaer | 20d. INJURY OCCURRED | 20s, PLACE OF INJURY (Homa, farm, | 208. (City or town) (County) (Stata) 

ray Hour e.m. While Not Whila factory, street, office bldg., ete.) | 

Ed Alay 19 et work [_] at work [_] 1 


21. | certify that (I) (this hospital) attended the deceased from. Af. 229 ences 
4... LEA 3, and that death occured at 


saw the deceased alive on... 


22a. SIGNATORE a 226. DATE 
As mp, [PHYS (ee oinecron C] rvs. C] soe 
22c, PHYSIBIAN’S * aie 22d. ADDRESS = — ; == 
NAME (Type) Jouv S. HAA rS WEY, MD | (OlW PAIN Sie WESTHMIVSTER, JID, 
23e. alae tee 23b. DATE THEREOF 2. NAME OF CEMETERY OR ‘CREMATORY 23d, LOCATION (City, town or county) = (Stete) 
REROV AT 2-5-63___— Rife Family Cemetery STE - 


24 FUNERAL DIRECTOR'S SIGNATURE ADDRESS 
Wm.Cok-Towson, Inc., 1050 York Road, Towson 4 


250. REC'D BY REGISTRAR | 25b. REGISTRAR’S SIGNATURE 


oar FEB 6 1963 


td 


eral 


QB 24 hours after {2G 
- 


id completely filled in by 
‘bon papers. Pages 1 


in anfevent, within 72 hours after 


pew? 


ian an 


The law requires that the death certificate be executed 
the attending physic 


pt. of Health prior to burial, cremation, or removal F 


TENDING PHYSICIAN: 
retained by the hospital or attending physician. 
TOR: After this certificate has been signed by 


director, page 3 should be detached for use as the burial-transit permit. Then please rem 


T: 


‘} 


death. Page 4 
TO FUNERAL D: 
be filed with the State De; 


TO HOSPITAL 


VR ATS (: 
1SM 7-62 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE t, MARY! iD 
021139 CERTIFICATE OF DEATH 53092 


A nee Teg DEATH — 2, USUAL RESIDENCE (Where deceased lived, If institution: Residence bofore edmission) 
bo ‘ e. STA) b. COUNTY 
| CAR OLA : _MBRYLAND PIARYLAWD CARR ILL 


b. CITY OR TOWN (if outside corpor: ¢. LENGTH OF STAY IN 1b c. CITY OR TOWN (If outside corporate limits, write RURAL and give nearest town) 
write RURAL and give neerest to 


a STER. Hours |X L/vwood 


@. IS RESIDENCE 
ON A FARM? 


ves [] NOD 


d. NAME OF HOSPITAL OR INSTITUTION [if not in hospitel, give street eddress) STREET ADDRESS 


CpRfole Co CLNERAL ( — 


3. NAME OF First Middle Lest 4. DATE Month Dey 
DECEASED | 


terre —- DAVID  JoHW oP | Seam SEB 


5. SEX &. COLOR OR RACE| 7, MARRIED [5 NEVER MARRIED [_] “8, DATE OF BIRTH a 9. AGE (In years | IF UNDE 


Mf W wipowtn [] __pivorcen (] | AYE / SIS Ul Gem aoa 


We: USUAL OCCUPATION (Give kind of work 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (County & Stele, or foreign country) | 12, CITIZEN OF WHAT COUNTRY? 


ee PRCDUCE if retired) Lars TR BuTD R | PIARVLIND USA 


14. MOTHER'S MAIDEN NAME 


I THAMAS Roop | £24 LESCALAEET 


15. WAS DECEASED EVER IN U.S. ARMED FORCES? 16. SOCIAL SECURITY NO.| 17. INFORMANT 7 Address 


(Yes, no, or unkown) | {Ifye: erordetes of service) \ J 
oA 03-44 BESSIE fe0OP_ LINWOOD fd 
¥8. CAUSE OF DEATH [inier only one couse per line for (2), (b), end (c).] TNTERV AL BETWEEN 
MA MMMBREREE CAR DIME ARREST 
tf 2 0, -@ DUETO 3 ; 
Conditions, if which (b) ARTERioscL eRe Tie Wear DISEASE <2 


Gave rise to imme: ceuse 
(e), steting the underlying DUE TO 
cause last. a ed (c) 


z PART Il, OTHER SIGNIFICANT CONDITIONS © TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(e)| 19. WAS AUTOPSY 
ea) PERFORMED? 

2 

iS yes (} NO [4 

= | 200. ACCIDENT WAS UNDERLYING [] | 20b. DESCRIBE HOW INJURY OCCURED. (Enter neture of injury in Part t or Part Il of item 18.) rs cam 

& | OR CONTRIBUTING [] CAUSE OF DEATH | 

3 |r ETHER, NOTIFY MEDICAL EXAMINER) | 

2 » 3 gue 2 : : _ 

3 [20c. TIME OF INJURY Month, Dey, Yeer | 20d, INJURY OCCURRED | 20e. PLACE OF INJURY (Home, ferm, | 201. (City or town) (County) (Stata) 

s Hewett: | While Not While | fectory, street, office bldg., etc.) | 

2 Pia 9 Jet work [_] et work [] | 1 


21. | certify that (I) (this hospital) attended the deceased from.. Blix. bec 1263 Reve Rl Srien 19.6.2 that (1) (we) last 
and that death occurred Bp: M, from the causes and on the date stated above, 


saw the deceased alive on 
z ~ 226. DATE 


22e, SIGNATURE 


ATTENDING MED. STAFF SIGNED 
SGaratap mo. | PHYS. [EP DinECroR [] PHYS. [] WSfe2 


22d. ADDRESS 


Re. PHYSICIANS Je wy, ‘s VARS WEY 
(6) A « Vt = thse 4 falo 


= = : SN 
238, BURIAL, CREMATION, | 23b. DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town or county) {Stete) 
REMOVAL {Specify 


2 | a/igle 3 | MEADOW BEPWCH_| WESTAUNWSTER 77D 


) 
AY DIR CTOR’, SIGNAT! ADDRESS i 250. REC'D BY REGISTRAR | 25b. REGISTRAR'S SIGNATURE 
4 Shee 


setsfe leu) WesebecrF EB 19 1963 fOAorbig oecge. 


uld 


executed @: 24 hours after 


ICTOR: After this certificate has been signed by the attending physician and completely filled in by the funeral 
nN papers, Pages 1 an 


tt, within 72 hours after d 


a 


ician. 


ATTENDING PHYSICIAN: The law requires that the death certificate be 
retained by the hospital or attending phys’ 


age 3 should be detached for use as the burial-transit permit. Then please remove 


be filed with the State Dept. of Health prior to burial, cremation, or removal, and in any e 


ector, pi 


ir 


TO HOSPITAL O: 
death. Page 4 
di 


TO FUNERAL 


VR AIS (4) 
1SM 7-62 


MARYLAND STATE DEPAKIMENT OF MEALIT 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


Vit CERTIFICATE OF DEATH 029 


1. PLACE OF DEATH 7 = 2, USUAL RESIDENCE (Whore decossed lived, If institution: Residence ness 
a. COUNTY a, STATE b. COUNTY 
MARYLAND Maryland _ Mont. 


orporate limits, |e. LENGTH OF STAY IN Ib c. CITY OR TOWN [If outside corporate limits, write RURAL end give neeres! town) 


arr 
b. CITY OR TOWN {it outsic 


‘write RURAL and giv. iihew mn 5 
el é 
—Sykesville = é 9 daye _||___ Edner l N ~ =e’? 
) d, NAME OF HOSPITAL OR INSTITUTION [if not in hospitel, give stree! eddress) 3, STREET ADDRESS @. 1S RESIDENCE 
ON A FARM? 
sSpeinefield State Hospital 2 ‘17210 Colesville Road ves Ne 
3. iN. F First Middle last Month Dey ¥ 


ree | or 
ype of prin a ¥. Rott EATH 9 
an 2 isa oe icker_ 8. DATE OF BIRTH \9. 5 9bru (In years | IF | fo 6 IF UNDER 24°HRS. 
Woe “Wee 7. MARRIED [5g NEVER MARRIED oO fant binhey! | Slee in 
a ‘in. 
wipowen [_] pivorcto [_] 8/9/1889. Bom oy a i 


10a, USUAL OCCUPATION (Give kind of work 1Db, KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (County & Stete, or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
done during most ot working life, even if retired) | 


|_Mechani: Pennsylvania t U.S.A. 
13. nO is AN Be “14. MOTHER'S MAIDEN NAME 
f = Enma MeVicker — —_ A 
15. WAS DECEASED EYER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO.| 17. INFORMANT Address 
(Yes, no, or unkown) | (Ityes give war or dotes ofservice) | 
Springfield State Hosp. Records . 
18. GAUSE OF DEATH [Enter only one couse per line for (e), (b), a " INTERVAL BETWEEN 
Al DEATH 
PART 3. DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (e) —Axt BS hin Die so Mie ie ant) Wan sc} sno a 


FJ DUE TO 


Conditions, it any, which (b} Cites ee ee. one 


gave rise to Immediate cause 
(e), stating the underlying ( OUETO 
cause last. 


{e) — 


|Z PART Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(e)| 19. WAS AUTOPSY 
a PERFORMED: 
j Je 
SHS Bee bg U Reo ves $¢] no [] 

i [2De. ACCIDENT WAS UNDERLYING [) Beebe scene e INJURY OCCURED. (Enter neture of injury in Peri ! or Pert Il of item 1B.) a . 
& | OR CONTRIBUTING [1] CAUSE OF DEATH 
G | UF EITHER, NOTIFY MEDICAL EXAMINER) | 
z 20, TIME OF INJURY Month, Dey, Yeer | 20d. INJURY OCCURRED ) 20e. PLACE OF INJURY (Home, ferm, | 20f. (City or town) (County) (State) 
é Heur. ame While Not While | factory, street, office bldg., etc. 0 
= ae 9 jet work [_] ot work | 


21. | certify tha! (I) (this hospital) attended the deceased from...Febes...8...... 32 toFeb...16, tees . 19.63 that (I) (we) last 
saw the deceased alive on... Feb...L6,.. 19.63... and that death occurred ag 


“AM, from the causes and on the date stated above. 


Ne ee) ATTENDING STAFF fied SIGNED 
P Ley, Y eed Seq fall DiRECTOR C1 pays. 2/16/63. 
i 22¢. PHYSICIAN'S =, < 22d. ADDRESS + = 


Name (vee) Antonius Glah 
ath 2 State Hosp. -Sykesville-Mds—= 
23b. DATE THEREOF | 23c. NA F CEMETERY OR sraptee 3d. ‘ATION (City, town or founty) — {Stete) 
20. /963| ja er Cmiling zig fa. 
fl FE B mi RE 1 coe 


cc Walaa 


23a, BURIAL, CREMATION, 
Ri VAL (Speci 


+ | 24 FUNERAL DIRECTOR'S 
Le 


ASF s 


—_= 


[ 24 hours after Fee 


te has been signed by the attending physician and completely filled in by the funeral 
in 72 hours after death. 


please remove carbon papers. Pages 1 and 2 should 


1 or attending physician, 


TIENDING PHYSICIAN: The law requires that the death certificate be executed’ 


$ A 
iC 


director, page 3 should be detached for use as the burial-transit permit. Then 


TOR: After this certifi 


retained by the hos; 
be filed with the State Dept. of Health prior to burial, cremation, or removal, and in any event, 


TO HOSPITAL 
death, Page 4 
TO FUNERAL 


VR AIS5 (4) 
15M 7/61 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


1i2 CERTIFICATE OF DEATH 02094 


e raGEOr DEATH 2. USUAL RESIDENCE (Where deceased lived, If institution: Residence befora edmission) 
a 


2. STATE, b, COUNTY 

” Carroll t MARYLAND || Maryland rarroll 
b. CITY OR TOWN {if outside corporete limits, c. LENGTH OF STAY IN 1b c CITY OR TOWN [Hl outside corporate limits, write RURAL end give nearest lown) 
write RURAL ee nearast town) 

Rural--Westminster 6 yrse X__ Rural -- Westminster 

d. NAME OF HOSPITAL OR INSTITUTION (if nol in hospital, give strest address) PSR = oo. @. 15 RESIDENCE 

Bi ON A FARM? 

eto x 1 Ses te, oe ws Noi) 

. sme ap “A "Middle Ao per ier? | 4. DATE Month Day Veer ¥ 


DECEASED 


rm __MARGARET __BULLOCK _ROUSE see ae Va 
5. SEX |6. COLOR OR RACE| 7, MARRIED £7] NEVER MARRIED D| & oAte oF BIRTH 9. ASE iF ae) V YEAR) IF UNDER 24 
Moni 


Days Hours Min, 
female _| white | wwowo wor f]| 426-1895 Cc allied eel 
Wa, USUAL OCCUPATION (Give kind of work 1Ob. KIND OF BUSINESS OR INDUSTRY | Vil. BIRTHPLACE (County & Stete, or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
done during most of working life, even if retired) 
Garment fitter Retail store L Penna. mugs. A. 
13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
Forrest Bullock Edith  Simler a = 
15. WAS DECEASED EVER IN. f S. ARMED FORCES? | 16. SOCIAL SECURITY NO.| 17. INFORMANT Address 
(Yes, no, or unkown) | (Ifyes give werordetesof service) 
—_ 216-12-0205 Mr. Birekhead Rouse, same Pte ty a 
18. GAUSE OF DEATH [Enter only one cause per line for (e), (b), end (e).] INTERVAL BETWEEN 


PART |. DEATH WAS CAUSED 8 Mates + | ONSET AND DEATH 
WATE CAUSE (eo) (_ Oe we a nee Ader ay ee 
peel veer a|- 7 
, { DUETO . ED ee 


Conditions, if any, which © Leegetin Coma, @ A Chern Leah frien _py- — 


gava risa to immediata cousa 
(a), stoting the underlying ( OVETO 
cause lest. i eke (e) 


"THE TERMINAL DISEASE CONDITION Gi 


z PART li, OTHER SIGNIFICANT CONDITIONS CONTRIGUTING TO DEATH BUT NOT RELATED T IN PART I[a)| 19. WAS AUTOPSY 
2 a) PERFORMED? 
| ee aes SE “3 2 ws - 4 ies AE NOR] 
i= ]20a. ACCIDENT WAS UNDERLYING [] | 20b. DESCRIBE HOW INJURY OCCURED. (Enter neture of injury in Pert | or Part Il of item 18.) 
& | OR CONTRIBUTING [-] CAUSE OF DEATH 
G | (F EITHER, NOTIFY MEDICAL EXAMINER) 
s 20e. TIME OF INSURY Month, Dey, Yeer | 20d. INJURY OCCURRED | 20c. PLACE OF INJURY (Home, farm, : 20f. (City ortown) (County) (State) 
8 Hour a.m. While Not While factory, street, office bldg., etc.) i 
z alee 19 at work [_] at work 

. | certify that (I) (this hospital) attended the deceased from... We itcay SO AE oes. IES , that (I) (we) last 


93. ~ and that dest occured AM, from the causes and on the date stated above. 


saw the deceased alive on. 


2s Scud = ATTENDING, MED. STAFF 22. OND 
‘ .* Ch mo. | PHYS. FE} oirector [] pHys. [] e/g 7on 


22c. PHYSICIAN'S | 22d. ADDRESS 


ie SRO ARI. Sere eel D | ge Sykesville, Maryland 


23b. DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town or county) (State) 
REMOVAL (Specify) 


BURIAL | 2-20-1963 | Cokesbury Meme il pe iy 


24 FUNERAL DIRECTOR'S SIGNATURE ADDRESS: 25a, REC'D BY Abinedon., 25b. REGISTRAR’S SIGNATURE 


| C. M. Waltz, Box 244, Sykesville, Md. los EB 2 0 196 fClorlog Nerdge. 


23a. BURIAL, CREMATION, 


—_ 


MARYLAND STATE DEPARTMENT OF HEALTH 


Biviy ON OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


ld 


ly filled in by the funeral 


@ 24 hours after 


lease remove carbon papers. Pages 1 and 2 


Charles Rowles 


CERTIFICATE OF DEATH 02085 
1. PLACE OF DEATH . 7 2. USUAL RESIDENCE (Where deceased lived, If institution: Residence befora edmission) 
#. STATE, b. COUNTY 
__s MARYLAND | Maryland 
b. cm OR TOWN [if outside corporate limits, ¢, LENGTH OF STAY IN Ib ~¢. CITY OR TOWN (If outside corporeia limits, wrila RURAL and give neerast town) 
it and giva nearest town) 
Sykesville Oy 9m Od Baltimore, Zone 1 , Qt 
d. NAME OF HOSPITAL OR INSTITUTION (if not in hospital, giva streat address) _ d. STREET ADDRESS e. 1S RESIDENCE 
S 7 off a St ON A FARM? 
prinefie ate Hospital wa | 2h N. Green Street __| ves [No fe] 
AM! First “Middle Last i Month “Day ‘Year, = 
aes Willian James Mowles lies.  “% ann 19 
6. COLOR OR RACE)7. ARRIED |] NEVER MARRIED 8. DATE OF BIRTH 9. AGE (In years |IF UNDER 1 YEAR| IF UNDER 24 HRS. 
. oO O fast birthday) [Months] Day Hours | Min. 
white wipowe fk] pivorcto [| 5-23-1876 BG om. 
Wa. USUAL OCCUPATION (Giva kind of work 10b, KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (County & St ‘or foreign country) ~) 92. CITIZEN OF WHAT COUNTRY? 
dona during most of working lita, in if retired) a | 
Carpenter ee Atte, | Maryland =. - =r 
13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 


Mary - Yizekscoeer/ 


jician. 


cremation, or removal, and in any event, within 72 hours after deat! 


(a), stating tha undarlying 


45. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO.{ 17. INFORMANT Address 
(Yes, no, or somal (Hyesgiva warordatesofservice) | 
ine Corpse _| 218-07-8107! _ Hospital Records q =o ee 
18, CRUSE OF DEATH [Enter only ona cause par lina tor (a), (b), and (c).) 2 —_? , = LEAR ant 
ONSET AND DEATH 
PARTI. DEAT MEDIATE cause wecuee Cardiac failure. 7 Say he > | pues, ae 
7 ¢ DUE TO | . 
Conditions, if any, which » Arteriosclerotic disease __{years 
gave rio to immadiote caus | e bes 


‘ale I. OTHER SIGNIFICANT CONDITIONS ‘CONTRIBUTING TO DEATH BUT NOT Ri 


(e) : = dl 


ED ASE CONDITION GIVEN IN PART 1 GIVEN IN PART 1(: @)) 19. WAS AUTOPSY WAS AUTOPSY 
ronic brain syndromé with sémlé brain disease with psychotic reactidy,, tno 


202. ACCIDENT WAS UNDERLYING [] 
OR CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20b, DESCRIBE HOW INJURY OCCURED. (Entar natura of injury in Part | or Part Il of itom 18.) 


-< 


Hour a.m, 


MEDICAL CERTIFICATION 


20c. TIME OF INJURY Month, Day, Yaar) 20d. INJURY OCCURRED | 20s. PLACE OF INJURY (Homa, farm, | 20f. (City or town) (County) — 
While __Not While factory, sireat, offica bldg., atc.) | 
pam. 19___|! work F-] at work [J | ! 


TOR: Ajter this certificate has been signed by the attending physician and completeh 


21. | certify that (I) (this hospital) 
saw the deceased alive o1 


6 retained by the hospital or attending physi 


attended the deceased from...... 5 mdimG2Q-- Wages fous Lessssvvnseey 19.247 that QF (we) last 
9s. £3, ., and that death occurred at... M, from the causes and on the date stated above. 


22a. SIGNATURE < ~, > 
"6, HeF 


22b. DATE 


. PHYSICIAN'S 


shggpee> nT ee 6 ME pings 
i 22d. ADPRESS Sorinofield State Hospital 


Se ee 2 --- ey 


Name (heel BE, Defilippis, M.D 


‘23a, BURIAL, eoety | 23b. DATE THEREOF 


director, page 3 should be detached for use as the burial-transit permit. Then ph 


be filed with the State Dept. of Health prior to burial, 


death. Page 4 


TO FUNERAL D! 


TO HOSPITAL OB ATTENDING PHYSICIAN: The law requires that the death certificate be executed 


Hel 23e. NAME OF CEMETERY OR @RbMARORY 23d. LOCATION AGE Rar cea) (State) 
Bea (Spogify) "2 / iz we A. 
ie A IGNATURE Qe 4 


ba 
bw 25s. REC'D BY REGISTRAR | 25b. REGISTRAR'S SIGNATURE 
¢ Vie De, (e__} DATE FER 4 9 Whraplo, lag 


a 


bas 24 hours after 


rd 

€ 

2 

2 

B 

& 

2 
ge 
s $8 
3 
o a 
$ 88 
= ge: 
§ EEF 
s “@e 
3 F8y 
i) Zag 
2 323 
gto 
=i & 
2:Fu§ 
ssibs 
ea Paes 
$6535 
ceeea 
sree 
raga 
greta 
gees 
Ree oe 
Reits 
gaat 
ae.3e 
He623 
Babe's 
o Ane 
eed Se 
PEELS 
62532 
Eee= 

38) ) 
ovo | 
nH OR i 

VR ats Yh 

15M 7-62 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


CERTIFICATE OF DEATH 


02114 


82086 


1. PLACE OF DEATH 


2. USUAL RESIDENCE (Where doceesed lived, If instilution: Residence before edmission) 


erSOUNTY @, STATE b. COUNTY 

Carroll dhe ALN || land_ ___FYyederiek —_ 

b. CITY OR TOWN {if outside corporate limits, ¢. LENGTH OF STAY IN Ib c. CITY OR TOWN [If outside corporete limits, write RURAL and give neerest town) 
write AOS end give nearest lown) 

Rular  ~Sykesville 8.5M.17d._ || ~Yarrowsburg ,Marylang / = X= 2 
d. NAME OF HOSPITAL OR INSTITUTION (if not In hospitel, give street! eddress) d. STREET ADDRESS cs BRAS 
_Springfield State Hospital | __—_|-ves [tio 

3. NAME OF First Middle last 4 DATE Month Day > Yeor = 
DECEASED 
(Type erpriot) Tula Louise Bailey Sanger Beara 19 


3. SEX 6. COLOR OR RACE 


7. MARRIED [_] NEVER MARRIED [_] 


8. DATE OF BIRTH. 


“ebruary 1 ie ir unonl 


9. AGE vi yoars IF UNDER 24 HRS. 


fost birthday) |"Months| Dar Hor Min. 
Female White wibowen &]_—_pivorceo[]| 5 =26=18 88 4 Tg pe 4 os i 
Wa. USUAL OCCUPATION (Give kind of work 10b. KIND OF 8USINESS OR INDUSTRY | 11. BIRTHPLACE (County & State, or foreign country) ~) 42. CITIZEN OF WHAT COUNTRY? 
done during most of working life, even if retired) 
Housekeeper &Waitress ‘land U.S.A 
oo acaba b a ty 1 Sa 
13. FATHER’S NAME | 14. MOTHER'S MAIDEN NAME , 
? 


15. WAS DECEASED EVER IN U.S, ARMED FORCES? 
(Yes, no, or unkown) | (Ifyes give werordetesof service) 


18. CAUSE OF DEATH [Enier only one cause p 
PART |. DEATH WAS CAUSED BY: 


eve rise to immediete cause 
(e}, steting the underlying 
couse last. 


DUE TO 
(c) 


er line for (a), (b), and (c).] 


Nor h 


6. SOCIAL SECURITY 17, INFOR 
Ree, J sata Hospital Sykesville, Maryland 


p.m. 9 


2. 1 certify thai (I) (this hospial)_a! 

saw the deceased alive onk ede rT 

220. SIGNATURE — 
3, + 


e. 1 
NAME (Type) 


Ellis_S, Maygolin 


2O= 


Wyended the oes from... 


UP 5 ote ipO8 4 and that death occurred . 


Syphilis . 


FJ OB THER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH TO DEATH 8UT NOT RELATED TO THE TERMINAL ‘DISEASE “CONDITION GIVEN IN PART I 
ig ee aSS0ce With ee ee nervous syst. 6 

Vv en 

= | 206. loninegance nazis Ob. with hb psycho chotic reatlo neture of injury in Pert | of Pert Il of item 18. } 

& | OR CONTRIBUTING O_CAUSE OF DEATH 

© |(1F EITHER, NOTIFY MEDICAL EXAMINER) 

= 20c. TIME OF INJURY Month, Dey, Yeer 20d, INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, 

8 Hour e.m, While Not While 

=. ‘et work ‘et work 


ERVAL SETWEEN. 
ONSET AND DEATH 


3 inmepiate cause e). Massive Mycardial Infarction with rupture of Rt. | i. 
ote outo Ventricle and hemorrhage into pericardium. 


Conditions, if ony, =) ) Coronary arteriosclersis. 


Years __ 


19. WAS AUTOPSY 
PERFORMED? 


YES =) NO oy 


= 20. {City or town) (County) ~ (State) 
fectory, street, office bldg., ele.) | ! 


Bly, to... Peb.e-Lby... 19.63 that (I) (we) last 


M, from the causes bid on the date stated above. 


(ial DIRECTOR 


Y ATTENDING 
mp. | PHYS. 


22d. ADDRESS 


OS 9/16/63 


22b. DATE 
SIGNED 


Ma 


23s. BURIAL, CREMATION, | 23b. DATE THEREOF 


\L (Speci 
Pe As specify) D2 e- é = 
“Pee DIRECTOR'S SIGNATURE 


vd 


Springfield State. epee ie : —_ 


YA a OF CEMETERY OR CREMATOR 
ADI SS 


ome Paracaivich 20 


250. REC'D BY RE 


GEB 21 


23d, LOCATION (City, town or county; s 
eee 25b, J GISTRAR’S Si TURE 
1963 tatty fe 


MARYLAND STATE DEPARTMENT OF HEALTH 
Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


1 
Dd FOR STATE 02115 MEDICAL EXAMINER S CERTIFICATE OF DEATH 92087 
HEALTH “ 


\. PLACE OF DEATH iva 2 USUAL RESIDENCE (Wh (Where decaased lived Thimetra If institution: Residence before edmission) 


a, COUNTY 
2305 a. STATE b. COUNTY. 
s23° Carroll = ManyLanp || Maryland Carroll 
$25 § b. CITY OR TOWN (if outside corporate limits, ¢, LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corporata limits, writa RURAL and giva naarast town) 
S2se writa RURAL and give naarast town) by 

o zy + Lf ‘ 
seks | Westminster 10 yrs. /Westminster 2 

Us oO $ d. NAME OF HOSPITAL OR INSTITUTION {if not in hospital, give slreat address) d. STREET ADDRESS . IS RESIDENCE 

re 8A 8 X ON A FARM? 

so / f 

eBes __41 Manchester Avemue / 4] Manchester Ave. ves Nea 
z= a as PEeeneee First Middle Last | 4. DATE Month Day Year 
B2B oe Or 
aes Oe | 
= oy y28 (Type or iW ALICE MILLICEN ia SAA 7 ZER | PEXTH Pep, As 1963 
Pata 5. SEX 6, COLOR OR RACE|7. Maprieo'R] NEVER MARRIED [-] | B- DATE OF BIRTH ]9. AGE lin years |IF UNDER 1 YEAR| IF UNDER 24 HRS, 
SoaER = M h 30, 1 06 last birthday) | Months) Deys | H Mi 

a ar jonths| Deys | Hours in, 
5 BE c female | white WIDOWED DIVORCED ch 3 9 560 | L ie 
St SS 7 | We. USUAL OCCUPATION (Give kind of work | 1Db, KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stata or foreign country) ‘12. CITIZEN OF WHAT COUNTRY? 
S25 F dona during most of working life, even if ratirad) | worked in 
2 os 
are housewife | canning factory! Bedford Co., Pa. U.S.A. 
= ae 2 3 13. FATHER'S NAME | 14, MOTHER'S MAIDEN NAME 
SIRS aS McClelland Thomas | dennie Belle Hughes 
EES S — _ 
4 9 a 15. WAS DECEASED EVER IN U.S, ARMED FORCES? | 16, SOCIAL SECURITY NO.| 17. iNronannr Address 
Soo. e 
Se {Yas, no, or unkown} | (IFyasgive war or dates ofsarvic 18-20-0319 | Harold B. Sha tzer senocadanies 

ry 

petss -- - - ae Gar ' 
gfFa. 18. CAUSE OF DEATH [Enter only one causesper line for (2), (b), and (c).] “| INTERVAL BETWEEN 
zg oe 
Se2ee ISET AND DEATH 
gees PART |. DEATH WAS CAUSED BY; ye 
ooehe IMMEDIATE CAUSE (a) =|" 

i= a 4 
4 P, ie) DUE TO 
3568 Conditions, if any, which (b) E 
Fran 9 6 gave risa to immediata cause 
rs s% 83 {a}, stating the underlying (/ DUETO 
© pecans 
Ve-su cause last, 

BERS B . a ron oo ' = —_* ————— = 
SESE ee = PART Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(e)| 19. WAS AUTOPSY 
Sates ) g a = mets eer 
“ese ts < yes [] NO 
Pees | eh eb = 2 - Set = 
% 55 3 = | 20a. EXTERNAL CAUSE WAS | 2Db. DESCRIBE HOW INJURY OCCURED, (Entar nature of injury in Part | or Part Il of item 1B.) 
ae = 2 2 & | PRIMARY (] or CONTRIBUTING [] | 
Moos G | CAUSE OF DEATH. | 
SB £s- —— es 
Bo Ly a 3 20c. TIME OF INJURY Month, Day, Year 2Dd. INJURY OCCURRED = 2De, PLACE OF INJURY (Home, farm, | 2Df. (City or town) (County) (Stete) 
= EU’ ow a eacctetn Whila __Not While factory, streat, offica bldg., atc.) | 
be sey 5 2 xa 9 at work [_] at work [] | ' 
i2=ae ua - a : : > 

s2o5 21. I certify that | took charge of the remains described above, held an Autopsy [_], Inspection XJ, Inquiry [_], and in my opinion 
a ERB 
UEsUs death resulted from: Natural causes PL Accident [], Suicide [_] Homicide [[]. Undetermined manner [_] 

@ 
a= 
=o CHIEF MEDICAL EXAMINER 
as s 
60 ACTUAL DATE SIGNED 
z 33 Pik ROWUAL Se ” ap, ASSISTANT MEDICAL EXAMINER [_] i NI 5 

3 2 
Ho * DEPUTY MEDICAL EXAMINER 6 
Divu 8 EXAMINER'S 4 
oe ae Addrass (Strat, city, town, of c mA; = 
a 32 p= EMATI 22c. NAME OF CEMETERY OR CREMATORY ] 22d. LOCATION (City, town, or country) tate) " 
Agim Hy 
onto# REMOVAL (Specify) | 
Ss at: burial 2/4/63 


1. gF UNERAL DIRECTOR 


| 
ne cto Mem. Gar NS oo RhRKSREN Maryland 


on FEB 41 a ae tontbie Nactge 


EN 
he 


+ 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


116 CERTIFICATE OF DEATH n2088 


22e. SIGNATURE 


th ATTENDING 7 weo STAFF a = 
X’ ebete & OL EL Fore Gre: a @ DIRECTOR Ooms. Feb: Le ER 2 
22e. PHYSICIAN'S ~— 


NAME (Type) Sa on OK a 7 fn & A. nig OES. VILLE, che hae 


3 6 = 
= s I / \ |%. PLACE OF DEATH 2, USUAL RESIDENCE (Where decoesed lived, #f insiitulion, Residence before edmission) 
S Sei1V e, COUNTY e, STATE b. COUNTY a 
5 eae MARYLAND || LE - 
255 z 3 c. LENGTH OF STAY IN tb ¢. CITY OR TOWN [If Suiside corporate limits, write RURAL end give nearest town) 
2 2y 3 / 
Ny eS f uC eg) || L?. eet a 
@ 33a a.  OPAOSPITAL OR INSTITUTION [if not in eon give street eddress) jo STREET Avogess @. IS RESIDENCE 
225 J ON A FARM? 
Sas . 
eae Yettowng, A. mee tH LEP. ___| ves LE] NORE 
Bz pEr Pia g last 4. DATE Month Day ‘Ye 
£ Sha DECEASED +4 ; 
5 Sian, z ° 
g ee8 Taser ee | Dears 1 @ woz 
° a . <a * "Te. cad — 
eo 36 5. SEX ye LE RACE) 7, MARRIED [] NEVER MARRIED DATE OF pARTH 9. AGE [In years |IF UNDER} YEAR) IF UNDER 24 HRS. 
= 2a = ss | 4 los birthday) |“Months| Deys | Hours | Min. 
z " 
. Pe WIDOWED @ DIVORCED 2G, LEE S. VEL yn. 
= sos oa USUAL he | tt Mecde kind of work | 10b. KIND OF BUSINESS OR INDUSTRY | 41. BIRTHPLACE (County & Sjete, or foregn country) | 12. CITIZEN OF WHAT COUNTRY? 
6 > > 
3 8338 durigg ynos! of working life, even if retced) | h a 
R REE Ey ae | Yiectae | FH BS. Fe 
2 Be i 13. FATHER’S NAME | 14, MOTHER'S MAIQEN NAME ¥. 
= Qa . 
3 fey erated) 8 L. Leake. (Ueagceee 
a, lige. T5/ WAS DECEASED EVER IN U.S. ARMED FOPCES? | 16.°SOCIAL SECURITY NO.| 17. at Address 
2 283 {Yes, no, of unkown} | (Ifyesgive werordatesofservice) g 
z 28 a View’ ee DS Yoo Es ad 
= € re 6 18. GAUSE OF DEATH [Enter only one cause per li or (e}, (b), ond (c).| 7 y calle, BETWEEN — 
| AND DEATH 
soa PART I. DEATH WAS CAUSED BY: 
238 & Es a (IMMEDIATE CAUSE (6) _ Lgit- eke Gee Be LS eae, 
2n529 ™~¥ 8 DUE TO ig 
32 ng & é Conditions, if any, which {by oe ae etAe 4 Abbe. AC. AY one ia 4 
238% 5 geve rise to immediete couse nuts Pt 
feist {a), steting the underfying es} oA bp 00 es 7 ogg 
9 egies couse last, =~ re 2 1d 402 da C4 9p tL oo 1 
a Sota Zz PART ll. OTHER SIGNIFICANT MS ‘CONTRIBUTING -ae BUT NOT RELATED TO THE TERMINAL D OfStase CONDITION GIVEN IN PART I(e)| 19. WAS AUTOPSY 
BESse 2 PERFORMED? 
S 85 3 Ee ves [] No fe 
Ka car = |20e. ACCIDENT WAS UNDERLYING [] | 20b. DESCRIBE HOW INJURY OCCURED. (Enter nature of injury in Patt | or “Pert olfftem 18,) 
= 5 & | OR CONTRIBUTING [] CAUSE OF DEATH ——s 
i 2s G | UF EITHER, NOTIFY MEDICAL EXAMINER) ‘ 
Lo) Ba s 2c. TIME OF INJURY Month, Dey, Yeer | 20d. INJURY OCCURRED | 20c. PLACE OF INJURY (Home, 201. (City or town} {County) 
3 oS a Hour e.m. While Not While —_ | factory. street, office bldg., 
a 5. o et work et work 
eye ES p.m. 19 | ! 
# 32 . 1 certify that (I) (this hospital) giiended the deceased from.g2ke- EL, rope Pronius 1960, that (I) Gee) last 
Be saw the deceased alive feeb. iF 192. and that death “cccurret FOAM, | from the causes =) on the date slaled above. 
35 = 
fan 
og 
Se 
as 
58 
ge 
2 
a) 


TO HOSPITAL O: 
death. Page 4 m 


23e, BURIAL, CREMATION, 2 DATE THEREOF  GRENAPORT ie LOSATIONY (Sity, town or county) [Stete) 
REM L > 


4-£-63 


24 Fl EC = IGNATYRE 
s A 


ham 


TO FUNERAL D: 


25b. REGISTRAR'S SIGNATURE 


1963 fp ebay A eaetp te 


2Se. REC'D BY REGISTRAR 


oat PEG 14 


VR AIS (4) 
ISM 7-62 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
. 42479 CERTIFICATE OF DEATH Ralonnne ULOSD 


orodl 


couse (0), stoting the under- 
lying couse fost. © 


FS Pant Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1{0)| 19. Ra ate 
< Manic Depressive Psychosis, Hypomanic State ves [} NO 
ce 20a. ACCIDENT WAS UNDERLYING [1] 20b. DESCRIBE HOW INJURY OCCURRED, (Enter noture of injury in Port | or Port Il of item 1B.) 

ft | OR CONTRIBUTING CO CAUSE OF DEATH 

G | UF EITHER, NOTIFY MEDICAL EXAMINER) 

S ]20c. TIME OF INJURY Month, Day, Yeor | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form. | 20f. (City or town) (County) (Stote) 
Fa Ont ee rr While Net while foctory, street, office bldg., etc.) | 

= p.m. jot work orwark [} ’ 


ee 
om 3 "= (M Ne = ee hae agate 2. USUAL RESIDENCE (Where deceosed lived. If institution: Residence before admission) 
o oO o 
2 e3\ Garroll MARYLAND aryland + ol] 
es) rf b. CITY OR TOWN (If outside corporote limits, write | ¢. LENGTH OF STAY IN 1b c. CITY OR TOWN {If outside corporote limits, write RURAL and give nearest town) 
2 6s RURAL ond give nearest town} * ‘ 
oa kesville 19y. 5m. 27a) _)) Westminster 
~ 23 Ho) | 
LP ene: _|  d. NAME OF HOSPITAL (If not in hospital, give street oddress) d. STREET ADDRESS RESIDENCE 
—- 7. e OR INSTITUTION INA FARM? 
&: Springfield State Hospital ,- NOD 
£5 . NAME i ; ? 
= 5S 3 Eas ae ; First Middle roe! 4 faq Month Day Yeor 
23 (ype oF prin!) Silas Shipley | beam February 20 19 63 
sao. . 5. SEX 6. COLOR OR RACE |7. maRRiED ] NEVER MARRIED [-] | 8. DATE OF BIRTH 9. AGE {In yeors IF UNDER 1 YEAR| IF UNDER 24 HRS. 
o> ¥ “y tong rthdoy) Do} Min. 
ael 2 Male White |wiown ovorceo | 1-25-1879 ie BaRae:| 
€ £ 10a. USUAL OCCUPATION (Give kind of work done! 10b. KIND OF BUSINESS OR INDUSTRY |11, BIRTHPLACE (Stote or foreign country} 12. CITIZEN OF WHAT COUNTRY? 
8 Q during most of working life, even if retired) 
Re Farmer Farming Maryland U.SAs 
bs 3 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
gs T. Shiple Margaret R. Shipley 
= 8 18. WAS DECEASEDEVER IN U. 5. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT Address 
a Misgeescg tains wom neva BS er ocectins tea : “ 
ie own o - Springfield State Hospital, Sykesville, Md. 
28 1B. CAUSE OF DEATH [Enter only one couse per line for (0). (b), ond (c).] INTERVAL BETWEEN 
24 PART |. DEATH WAS CAUSED BY: cen, . ONSET AND DEATH 
5 ; 7 OSAUMMEDIATE CAUSE (o)._ACUtE myocardial infarction ours 
=e / f, i. | DUE TO 
5 Candiionteiheny. winter » _Arteresclerotic cardiovascular disease ears 
4 gove tise to immediote ite 
2 
& 
< 
3 
3 
- 
2 
2 
BD 
& 
z 
3 
< 


hed for use os the buriol-tronsit permit. 
the registrar prior to burial, cremotion, or removal, ond in ony event within 72 hours ofter deoth 


21. | certify that | attended the deceased from. August 23 __ 193 iggegomvary. 20 19..63,that | lost saw the deceased 


alive on_Pebruary 20, 192.63, and that death accurred oto! otro the causes and an the date stated abave. 


bythe hospital or ottending physicion. 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires thot the death certificate be executed within 24 ho 


‘9 DDRESS (Stree!, city of town, slote) DATE SIGNED 
sas AOA eee “Fat rag HS ie ae Oe ee 2220203) 
3 

£a2 

543 PHYSICIAN'S § 2 3 ° 

re Naneties__Adnan Sonmez, M.D. _______ Springfield State Hospital, Sykesville, Md. 
33 od () ‘2c. NAME OR CEMETERY OR CREMATORY Tid LOCATION {City. town, of county) tote) 

~S5 8 IEMOVAL{Spesity y Sis 2 
z6 & Hh dasha he & 24 6 Ot ALN i y Viz AAA YUCCPLAY I 7 ee 

= ar Fipuepas oIRECTOR's SIGNATURE " ‘2do, REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 

V5 AIS (4) fe ? C¢ . 95 Q (Chaybag tak 

SM 9/55 SS ee ers a vals ~ iiss JZ 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


118 CERTIFICATE OF DEATH 029 


1, PLACE OF DEATH es = 2, USUAL RESIDENCE (Where deceased lived, Hf Institution: Residence belors edmission) 
eRe OPOIY, e. STATE b. COUNTY 

Carro. l 4 =e. MARYLAND Al ey Mary and =_ 

¢. CITY OR TOWN [If outside corporet 


b. CITY OR TOWN (if outside corporate limits, | ¢. LENGTH OF STAY IN Ib 
write RURAL and give nearest! town) 


[mel 


sem Pobre _____ 
Is, write RURAL and give neerast town) 


&) 


Baltimore — ae 7, 


@. IS. RESIDENCE 


eal [AME OF HOSPITAL OR INSTITUTION Grin bom hea? aes a Sime ABO REST Sy 
7 
* yes [ ] No 
nSgningfield State Hospitals. Sykesyslleldl—lh39- Old YerbeRond — ga gl 


DECEASED 


* (Fype or print) DEATH 
nx joc 6 Guat ine 7. aber Se rd MARRIED [-] | & a bebe te ee wea hr ent Do AP ONoee Afarrome HRS. 
Male White 8/16/1877 “ee y begcal rad Deys | Hours tlc 5 Min, 


rbon papers. Pages 1 and 2 should 


int, within 72 hours aft 


wiboweD ff] oivorced [_] 


10s. USUAL OCCUPATION (Give kind of work | 1Db. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (County & Stele, or foreign country) | 52. CITIZEN OF WHAT COUNTRY? 
done during most of working life, even if retired) 
Bios es 


| |p 
a a . 4. Make © pa my fa 


Elizabeth Weakland i 


16, SOCIAL SECURITY NO.| 17, INFORMANT 


ian an: 


nsm A 
13, FATHER’S NAME 


15. WA Wy dijan Sunt EVER IN. t he ARMED FORCES? 


death certificate be executed @: 24 hours after 
id completely filled in by the funeral 


BE > 
aes 
29s 
ay 
Bce% 
25 23 (Yes, no, or unkown) | ifyesgivewerordeterofservice) 
mt oe MN — 5 Hi ee 
=¢ SE £ ie, GRUSE OF DERTH [Enter only one cause 263 12 89 (b), 96 fc) ] pringfield State Hosp. Records - INTERVAL BETWEEN 
3-8 
£8255 PART |. DEATH WAS CAUSED BY: CREE ANUIDESI 
3 Bs. ¢ (MEDIATE CAUSE ls) ___CononaryOeclusion — 7 A i ee 
Ga89 
222 fe Conditions, it hich ig 
ase ‘onditions, if eny, whic os aI us 
ree 36 seve rsd eine Arteriesclertic Heart Disease —— 
= = {e), stating the underlying 
=o yic A underlying 
pate ee couse leat, i) 02 Se : 
as i z PART Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION et} PART 11a) 19. WAS AUTOPSY 
& ONT ER TNGTOUDEATH 
gages = 4, qualify ing Yes NO 
asegs S|. Fracture Rt. Hip C.B.S. WITH Cerebral Atheriosclerosis withot’ phrkas Joe 
Rese 5 = |'200. ACCIDENT WAS UNDERLYING [1 | 20b, DESCRIGE HOW INJURY OCCURED, (Enter neture of injury in Pert | or Pert Ui of iiem 18.) 
Reus & | OR CONTRIBUTING (-] CAUSE OF DEATH 
areas & | UF erTHER, NOTIFY MEDICAL EXAMINER) 
OF 528 < |g0c. TIME OF INJURY Month, Dey. Year| 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, | 20f. (City or town) (County) (State) 
Bas 8. 5 Noah ST While _No! While factory, street, office bldg., ete.) | 
pf ae i Es Sie 19 at work [_] et work \ 
EU. 
Reese 21. | certify that (I) (this hospital) atiended the deceased from-Paby yen Bagensesus x r 9.6, 10.Beb.16,......., 19.63, that (I) (we) lest 
1; 3 3 saw the deceased alive on., Faby AD y 1963... «and that death eeeiet at 82 Qi, from the causes and on the date stated above, 
o ao UE ae pace © ATTENDING, STAFF ed aes 
° ; 
at NaS | we x fc ten ee : Qs pens.” afi] Siecron PHYS. i rz 2/16/63 
H a ge [ 2c. - PHYSICIAN’ s 224. ADDRESS 
a3 (Type 
a] 
BZ Ey _________|___Springfield State-Hosp.Sykesville, Md... 
22 Be 7a, BURIAL, reir niton na ug Gie aah PAR | NAME OF CEMETERY OR CREMATORY 73d, LOCATION (City, town or RE MD 
Sos 8 \ OVAL Specify’ 
uv mo 
2*2 2i9/ea \FARKWooD 


VR AIS ph 


15M 7-62 


ET RUCK, JVC. ae sRD RD. fRrep'2 0 196 Fic i 


din. MARYLAND STATE DEPARTMENT OF HEALTH 
1 DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


021183 CERTIFICATE OF DEATH : 92091 


1. PLACE OF DEATH) = 2, USUAL RESIPENCE (Where doceesed lived, If Inslitulion, Residence before admission) 
«. COUNTY ‘A Bhag: C a, STATE b. COUNTY 


MARYLAND 
by CITY OR TOWN sp outsidg corporate limits, 


| c. UDGTH OF ey ER ¢. CITY ©) (AM Upfoutside glands mits, write RURAL end give nesrest ay 
LE ive ee 
‘is 
(E OF We KL OR, A A (if nf in hospiyal, give stot Ht ts @. IS RESIDENCE 
at f LP ll Ls SA 


ON A FARM? 
yes [_] NO 
By ecEReEe C7 Fist Middle Lest ra oA Month Dey ‘Yer 
ON Cniterne 7  Suit# (bn DP - Jo-eas 
3 7 jé. Wy A = 


"| 9. AGE Jn years IF UNDERT YEAR| IF UNDER 24 HRS. 
Ws. USUAL OCCUP ada kind of work 
it 


after death 


executed @ 24 hours after 


physician end completely filled in by the funeral 


-transit permit. Then please remove carbon papers. Pages 1 and 2 s 


7, MARRIED [_] NEVER mannien | & By OMe sere : 
Se Aes “Months| Days | Hours | Min. 
wipoweb [7] pivorceD [_] |) 
done during most o| if retired) 


0b. KIND OF BUSINESS OR INDUSTRY “BIRT ry ZEN OF WHAT COUNTRY? 


nh ws fla foreign a a2 ‘A. ca 
eye Som de" Cth Pratl, de 


15. WAS DECEASED EVER IN U. ED FORCES? | 16. SOCIAL SECURIT a 

ree yer Co rordatesolservies)|-7) 7 vk : By ae Sa IVE , ea: ~E 2 Pres 

4 

g 18. CAUSE 4 a fEnter only one cause per line for (a), (b), and (c).] 7 ari. | INTERVAL BETWEEN 
PART |. DEATH WAS CAUSED BY: 
immeoiate cause e) Heart failure |b “daye: 
2 DUE TO 
meses © se agapeen (b\__arteriosclerotic cardiovascular disease -|—_years— 


gave rise to immediete couse 
(0), steting the underlying f PUETO 
couse last. (ce) 


certificate has been signed by the ettending 


Zz RT Ui. Siew. roe IT Hi a CON FRIBUJING DEATH By, Nor a REL wie Tt MINAL Dist fASE pits DITION SNe 19. WAS AUTOPSY 
12 ny el PERFORMED? 

a hee Ae bd thes : ‘s yes [) no 
= Oa. fee cof UND. Wes oO i. 1BE HOW INJURY setae {Enter neture of i injury in in Pert |< Tor Pert Il of item 18, ioe 

uw | OR CONTRIBUTING [] CAUSE OF DEATH 

i O (IF EITHER, NOTIFY MEDICAL EXAMINER) 
2 ——— < — oe Sts ES 
fo) 20. TIME OF INJURY Month, Dey, Year 20d. INJURY OCCURRED | 200. PLACE OF INJURY (Home, farm, © 201, (City or town) (County) (Stete) 
5 Howe wiih. While __Not While fectory, street, office bldg., el.) | 
8 
E 


19 at work [_] at work 


retained by the hospital! or attending phy: 


TOR: After th 
director, page 3 should be detached for use as the burial 


p.m, 
21. | certify that (this hospital) attended the deceased from...</...... f La 2a) (we) last 
saw the deceased alive on.. fea me en Od and that me ser al. %..M, from ‘i causes ait on the date Staled above. 


22b. DATE 


OO Pan Fey, VALV on Ae") Moo Ob ce TOG J 0% 


22d. ADDRESS 


22, PHYSICIAN’S 
na OA ONSTANTLN. WEBER 
a BURIAL, CREMATION, | 23h, DATE THEREOF 23 
VAL (Specify) O35 | is 


TO ieean Dae 


be filed with the State Dept. of Health prior to burial, cremetion, or removal, and in any event, within 72 


death, Page 4 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be 


cE ERY QR CREMATORY Chea Tein, 7 town er county) 


25e. REC'D BY TS Wes 7 mors SIGNATURE 


PS od DATE FE Bl io 21 63 [Cho ry Yocega 


1 F 2 MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
} 02129 CERTIFICATE OF DEATH 


S. x Reg. Dist. No. 
s &F Mi a. PLACE oF DEATH 2. USUAL RESIDENCE (Where deceosed lived. {f institution: Residence before admission) 
& $s marviano |} ° {ATE > OL 
32 sarroll Maryland 
£ De b. CITY OR TOWN (If outside corporote limits, write | c. LENGTH OF STAY IN Ib ¢. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 
3 po 9 
(3 s RURAL ond give neares! town) 
Reece Sykesville 19 days Rural-New Windsor, Maryland 
3 2 d. NAME OF HOSPITAL (If not in hospitol, give street oddress) d STREET ADORESS e. 1S RESIDENCE 
—" cal OR INSTITUTION ON _A FARM? 
@; | pringfield State Hospital = ves C] NOB 
3 
= $ 3. NAME OF Fiet Middle lost 4. DATE Month Boy Yeor 
23 (Type or print) Clara Maus Smith DEATH February 26 19 63 
ro 5. SEX 6. COLOR OR RACE | 7. MARRIED (L] NEVER MARRIED [(] | 8. OATE OF BIRTH 9. fn uno VYEAR| IF UNDER 24 HRS. 
= lonths| De He Mi 
ee Female White |wiroweog _owvorceo (J 3-10-83 ye. aC Pee |) te 
es 
e & 100. USUAL OCCUPATION {Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
ig: 2 during ous caw working ae ‘even if retired) 
eoee - Maryland U.Sehe 
2 3 3. ition NAME 14, MOTHER'S MAIDEN NAME 
§ 9 
5 3 
Be Nelson A. Brown Ellen J. Maus 
° 15. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. [17. INFORMANT Address 
& f¥er, 99, or unknown) (It yes, give wor oF dota of service) is . 
£ 0 | - - Springfield State Hospital, Sykesville, Md. 
8 1B. CAUSE OF DEATH [Enter only one couse per line for (0). (b), ond (c)-} INTERVAL BETWEEN, 
a PART |. DEATH WAS CAUSED BY: Mee ROLE 
5 IMMEDIATE CAUSE (o)___ Bronchopneumonia ays 
= f x DUE TO 


Conditions, if ni which Chronic nephritis years 


<< TO HOSPITAL OR ATTENDING PHYSICIAN: The low requires that the deoth certificate be executed within 24 hi 


€ 
8 
nod 
= 
a 
B25 
sez 
DER 
D> 3.£ 
2 Be 
2 = 
oes 
fe$ 
et) 
De mw 
= bI 
BES Gove rite t0 immediote( a 
6a. |, stoting the under- 
ees Winged Ince a __ Generalized arteriosclerosis years 
Se 25 SS 
3% 8 S Ke Zz Part Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I{o)/19. WAS AUTOPSY 
gaes 2 ie aes eae PERFORMED? 
: is 
£338 3|C-BeS. with cerebral arteriosclerosis with psychotic reaction. vs NO 
22 y 
2 a 5 = 20a. ACCIDENT WAS UNDERLYING [) 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 1B.) 
gear & | OR CONTRIBUTING D7 CAUSE OF OFATH 
ge 25 © J (IF EITHER, NOTIFY MEDICAL EXAMINER) 
Sess & |20c. TIME OF INJURY Month, Day. Yeor |20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 2 { 20F, (City oF town) (County) {Stole) 
os g fe fice bl 
8.2 8° a Hour o. m. While ‘Nenweiie factory, street, office bldg., etc.) 
ee?s = jot work [J ot work [7] iL 
gues 
gio 2.1 ig 3% - 19..__.,that | last saw the deceased 
20 = 
5S <<s 3 alive on causes and an the date stated abave. 
e ra ADDRESS (Street, city oF town, stote) PP. SIGNED 
A 
e-) UAL - 
Ess Sethe wo, Springfield State Hospital 2-26-63 
apa NS 
Cneee PHYSICIAN'S 
$28 IME (Typ Sykesville, Maryland 
BE°? Zo. BURIAL, ial ce DATE THEREOF Tac. NAME OF CEMETERY OR CREMATORY 7d. LOCATION (City, town, or county) (Stote) 
So # Specify’ —-—pe ore ae 5 2 ; 
gece INTE KS EVr OS 2 
Eg st f\ Vat e. = [oan 
2 \t R ta , 24a. REC'D BY REGISTRAR 24b, ole SIGNATURE 
S ALS (4 Laylo, 
sey) oe FEB 2 8 1963 / ‘7 Yeecge, 


MARYLAND STATE DEPARTMENT OF HEALTH 
5 OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


CERTIFICATE OF DEATH 22093 
1. PLACE OF DEATH , Hen 6 Film $332 USUAL RESIDENCE (Where deceased lived, I instit sion 


itutic tint Residence before edmission) 
O. NN nil ox b, COUNTY 
2. MARYLAND 
CITY OR F0\ 


Id 


3 8. CITY OR TOWN iif outside corporete limits, ¢. LENGTH OF STAY IN Tb e. IN (If outside corporate limits, write RUR, Atk: give neasps! town) 

ad rite Rl Hyive neers wn) t 

5 Le —_ - Cte bal C c 

a NAME OF HOSPITAL OR INSTIJJITION {if not in hospitel, givg street edd; d. STREET ADDRESS Te. 1s “RESIDENCE 
ry ‘A FARM? 
3 4 te no [] 
ee 3 NAME OF First Middle tast 4, oe ‘Month “Yer. 
3 fieresenl M, AUPE- BLAWCHE E VEE ee 9 

£ 5. SEX ‘6. co IF UNDE UNDER 24 


“Months 


LOR OR RACE) 7, yy, 8, DATE OF 14 9. VE {In years 
7. MARRIED fm NEVER MARRIED [_] | i Pe 
i WIDOWED [_ ] pivorcep [_] $f yrs. 


Wa, USUAL OCCUPATION (Give kind of work 10b. KIND OF BUSINESS OR INDUSTRY | n. yi (County & Stetg, or 14 country) | ‘12. CITIZEN ‘OF WHAT COUNTRY? 
| pen 


dona during mgs! of working life, even if retired) Ww A 
7 fia Ystnieee . 
J.S. ARMED FORCES? | 16. SOCIAL SECURITY NO.| 17, INFORMANT —// Cio s 
wer or detes of ses 
Zie- oi- zy Wn @ Pin 2 Wetkiiuls hn 1d 


18, CAUSE OF DEATH lenter only one couse per line for (e), 4 2% (c).] INTERVAL BETWEEN 
ONSET AND DEATH 
PART |. DEATH WAS CAUSED BY; 
[~ey ) 7) IMMEDIATE CAUSE (0) Donde, cappunliie Ch. damaic - a he polities tz a 
i DUE TO 


Conditions, if any, which (b)_ wrpoelech Commm Auch slow: 


gave rise to immediete couse 
{a), steting th DUE TO 


lours Taos Mi 


ificate be executed e& 24 hours alter 


The law requires that the death certi 


retained by the hospital or attending physician. 


'TOR: After this certificate has been signed by the attend! 
director, page 3 should be detached for use as the burial-transit permit. Then please remove carbon papers. Pages 1 and 2 sl 


hysician and completely filled in by the funeral 
be filed with the State Dept. of Health prior to burial, cremation, or removal, and in any event, 


ing p 


cause lest. b 

a ASE CONDITION GIVEN IN PART 1ie)| 19. WAS. SY 
s EREORMED? 
3] = a ves [AL NO (Es 
+f o r Part Il of item tB.) 
i OR CONTRIBUTING a] CAUSE OF DEATH 
of (IF EITHER, NOTIFY MEDICAL EXAMINER) | 
9 20¢. TIME OF TNJURY Month, Day, Yeor | 20d. INJURY OCCURRED | 200. PLACE OF INJURY (Home, ferm, | 20f. (City or town) (County) [Stete) 
2 ie ee | While __ Not While fectory, stregf, office bldg., etc.) | 
8 |at work [_] et work [_] wars 
a i tended the deceased fromx< /.../..£2 m7 Whe Se sites: saves) toe that (I) Gere) last 
Cy f..: /(¢ sce gee 196.4. « and that/death occurre 5 AM, from ihe causes and on fe date stated above, 
Offa / iG, 2 SIGNED 

a ATTENDIN' STAFF , 
ae nf + mp. | PHYS. ne DIRECTOR pays. a3 “~~ 
Ko 22d. ADDRESS — 
gs 
mo 
“Oe ) id = — —— = 25 = = Se 
Ox EB Ze, BURIAL, CREMATION, | 23b. DATE THEREOF Ze, NAME OF CEMETERY OR CREMATORY 23d. LOCATION 7 ‘town or a5 {Stete) 
ns \ PAMOVAL USpepily) 23- 63 Vi 
otoed Les a {a 
iS oY & at 


VR AIS WW 


15M 7-62 


fptd Md 


INERAL, ge NATURE ~ Wa 25a, REC’D BY REGISTRAR ae Wie SIGNATURE 
Pople Cicea ss JomE ER 2.8 QOlsikt Nate 
; 


Sikrnes 2-40 ctipeete 
enpyen a) ‘ 
cc93" i eer aus ae 


“a 


Sore " ig Sek pee 
bat Nig uy See TaP eye ve 


eke 50S catad Sy e a hen oe 


4 “er oye we 
Ae. oe sa sae od 


Bg | pron ts ago Ball eae 


wel? Stee negro We dont 


@ 24 hours after 


TOR: After this certificate has been signed by the attending physician and completely filled in by the funeral 


TO HOSPITAL OR. ATTENDING PHYSICIAN: The law requires that the death certificate be executed 


retained by the hospital or attending physician. 


director, page 3 should be detached for use as the burial-transit permit. Then please remove carbon papers. Pages 1 and.2 shi 


be filed with 


death, Page 4 m 


TO FUNERAL D) 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


ms CERTIFICATE OF DEATH 02094 _ 


15. WAS DECEASED EVER IN U.S. ARMED FORCES? 
(Yas, no, of unkown) | (Ifyasgiva warordatas of servica) Springfield State Hospital 


18. NO ———— Jib7eh records Sykesvill 


'SE OF DEATH [Enter only ona cause per line for (e), (b), and (c). ; 


16. SOCIAL SECURITY NO.) 17. INFORMANT Addrass 


ey, Md. 
INTERVAL BETWEEN 


PART t. DEATH WAS CAUSED BY: ONSET AND DEATH 


7. PLACE OF DEATH —~* — §tem SFE 2788) INCE (Where deceosed lived, If institution, Residence before edmission) , 
‘ CSS Nt) a, STATE b. COUNTY ¥ 
é Carroll County MARYLAND | “ail ine Montgomery _ 
3 b. CITY OR TOWN [if outside corporate limits, | ¢ LENGTH OF STAYIN TS || ¢. CITY OR TOWN (If outside corporate limits, write RURAL end give nesrast town), 
3 write RURAL end give neerest town) 
8 Sykesville, Maryland | 36y 2m 2ha || ‘Takoma Park — 
4 d. NAME OF HOSPITAL OR INSTITUTION (if not in hospital, giva siraat address) a. v7 ADDRESS o- IS RESIDENCE 
g im Avenue 
3 SPRINGFIELD STATE HOSPITAL a es s v8 P) NOK] 
a | NAME OF First Middle tost 4 DATE Month Day Yor 
pat {Type or print) Lopise @, Steiner | vearx 2 27 19 63 
3 5. SEX ~ [6: COLOR OR RACE) 7, mARRIED [] NEVER MARRIED POX) 8. DATE OF BIRTH \9. or IF UNDER 1 | TF UNDER 24 HRS. 
. st binhdey) [Months] Days | Hi Min. 
o Female White wioowe[] oivorceo [| 11-6-1895 67 6 ease slo ae , 
: 10a. USUAL OCCUPATION (Giva kind of work _ ] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (County & State, or 7 # ae "| 12, CITIZEN OF WHAT COUNTRY? 
dona during most of working life, evan if retired) 
> None, None | Pennsylvania U.S.A. 
ei 13. FATHER’S NAME = ‘14. MOTHER'S MAIDEN NAME 
z Fred Steiner | Charlotte Heinrich 
a 
2 
3 
€ 
© 
6 
e 
a 
3 


immeniate cause («) Arteriosclerotic cardiovascular disease due to | years 
a, DUETO 
Conditions, if any, which ) generalized arteriosclerosis |__years 
gave rise to Immadiste couse 
{a}, stating the undarlying DUETO 
= cause lot, he 


“4 Fs PART Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(e}] 19. WAS AuTosy” 
° 2 a Oe FORMED? 
s $|__Schizophrenic Reaction, Simple type in a mental defective yes [] No Py 
eS = 2s, ACCIDENT WAS UNDERLYING [] 2Db. DESCRIBE HOW INJURY OCCURED. (Enter nature of injury in Part | or Part Il of itam 18.) 
ia (0 CAUSE OF DEATH 
£ & | ME EITHER, NOTIFY MEDICAL beige 
3 % | aoe. TIME OF INJURY Month, Day, ae 20d, INJURY OCCURRED | 2Da. PLACE OF INJURY (Homa, ferm, © 2D1. (City or town) (County) (Stote) 
g | 
z= a pe | While __ Not While factory, strest, office bldp., ate.) | 
6 = hing 1” Jot work [_] at work [_] | ~ 
2 21. | certify that { (this hospital) attended the deceased from.. Qctober.. ee 6 to... Pebruary..279.: that $4) (we) last 
2 saw the deceased alive  onFebruary. 27....19... 63 and that death occurred ee sot, the causes and on the date stated above. 
a ep ae j ATTENDING MED. STAFF 226. SIGNED 
el Y4 Xn es PHYS. = [_]_birecror [1] pHs. iC] 2-28-63 


22e. PHYSICIAN'S 
NAME. (Type) Konstantin Weber, M. pi 


23b. DATE Oe 3 


3-1-6 


228. ADDRESS Springfield State Hospital 
7 -Sykesville, Maryland... 


Tae, JANAME OF zs OR CREMATORY 23d. LOCATION (City, town or county) {Stat 
Jw Gos Iie Base BME Bk 


Lab Leth, nd gays wil Cease 


230. BURIAL, CREMATION, 
EM by 


VR AIS {4} 
15M 7-62 


MARYLAND STATE DEPARTMENT OF HEALTH 
9 5 ysa" OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


CERTIFICATE OF DEATH 02095 


Wa. USUAL OCCUPATION (Give kind of work | 1Db. KIND OF BUSINESS OR Lysis] nN Etec (County & Stata, or foreign country) "| 12. CITIZEN OF WHAT COUNTRY? 
dona during most of working lifa, avan if retired) 


e 
5 — 
oa ge ester DEATH 2, USUAL RESIDENCE (Whera deceased livad, If Institution: Residence before admission) 
ia * a, STATE b. COUNTY 
4 = Carroll } ___ MARYLAND Maryland Carroll 
et 3 b. CITY OR TOWN (if outsida corporate limits, c. LENGTH OF STAY IN 1b “¢. CITY OR TOWN (it outside corporate limits, writa RURAL and give nearast town) 
S 3 writa RURAL and giva naaras! town) 
= 5 Rural Uniontown 10 months _ _¥ Uniontown ‘J / 
e ‘Ss d, NAME OF HOSPITAL OR INSTITUTION (if not in hospital, giva streat address) ~ d, STREET ADDRESS 1S RESIDENCE 
ON A FARM? 
| _ Cookson Nursing Home 2 \ tops Se : ee 
as 3. NAME OF First Middle Last 4, DATE Month Day Year * 
3 DECEASED 7. OF 
3 (Type or print) Alda Virginia Stoner ‘peaTHE February 13 1963 
2 5. SEX "]6. COLOR ORRACE|7. MapRIED [DINever Marrieo [7] | 8 DATE OF BIRTH "19. AGE (In yaars |IF UNDER YEAR| IF UNDER 24 HRS. 
v3 est birthday] |Months| Days | Hours | Min. 
¢ Female White wiooweo K] __vivorceo[]| Feb. 28, 1880 B20 Nn | | 
8 
§ 
7 


Housewife ___| Own Home _ | Maryland ee ieee 
13, FATHER’S NAME 14, MOTHER'S MAIDEN NAME 
George Wertenbaker | Unknown 
15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO.) 17. INFORMANT a “Address a 
(Yas, no, or unkown) | (Ifyasgivawaror datas of sarvica) | 
No None | fokn Stoner Hamburg, New York 
r 


INTERVAL BETWEEN 


18. CAUSE OF DEATH [Entar only one cause per line for (a), (b), mee el 
PART |. DEATH WAS CAUSED BY: a ONSET AND DEATH 


IMMEDIATE CAUSE {a) Aon ee ee 
4] > hy eee a 
LN y» whih ~ e pcce Peal fea pea, - = 


gava risa to immadicta cause 
(a), stating tha underlying DUE TO 
cause lest. a (c) 

PART Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Ie) 


The law requires that the death certi 


retained by the hospital or attending physician. 


‘ 


director, page 3 should be detached for use as the burial-transit permit. Then please remove carbon papers. Pages 1 and 2% 


be filed with the State Dept. of Health prior to burial, cremation, or removal, and in any event, within 7, 


19. WAS AUTOPSY 
PERFORMED? 


ves [] NO 


20a. ACCIDENT WAS UNDERLYING [] | 20b, DESCRIBE HOW INJURY OCCURED. (Enter nature of injury in Part | or Part Il of itam 18.) 
OR CONTRIBUTING [] CAUSE OF DEATH 


(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c, TIME OF INJURY = Month, Day, Yaar} 20d. INJURY OCCURRED | 200, PLACE OF INJURY (Homa, farm, — 20F. 
sue atin pe Not Whila factory, straet, offica bidg., atc.) | 
ey ” at work [] at werk [} | 


(City or town) (County) ‘(Gteta) 


MEDICAL CERTIFICATION. 


|. | certify that (I) (this hospijal) attended the ert from, <?rele Bary eg FY ay a GF that (I) (we) last 
saw the deceased alive on.. ted LE. Zni19 63, and thatdeath selied lines M, from the causes and on the date stated above, 


‘OR: After this certificate has been signed by the attending physician and completely filled in by the f 


TENDING PHYSICIAN: 


OfB nes Nea ATTENDING G STAFF 2b. oon 
EA 
a4 ed ui ML Fe, | M, | PHYS. spat pein 0 prvs. = 2/15, 
q os 22c. Dat aes 22d, ADDRESS - 
Peas ye? ;, 77, LEAG hy i \ pee eh (Ss , 
se 2 Ze. ne te 23b. DATE THEREOF Tac. NAME OF CEMETERY OR CREMATORY 23d, LOCATION City, town or county) (State) 
a REMOVAL (Spacify) 
920 B 16/6 Pipe Creek Cemetery. Uniontown, Maryland 
nee tw 24 FUNFRAL ord ADDRESS 25a, REC'D BY REGISTRAR Us Co ears $ signpr aad et ha 
Eieiee CZ a * Taneytown, Maryland _ _loae_ FEB 18 Wo 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


—s 


geva rise lo immadieta cause 


™ kh _GERTIFICATE OF DEATH 02036 
5 82 fe —— 
= 23 1. PLACE OF DEATH 2, USUAL RESIDENCE (Whera deceesad lived, If institutlon: Residence befora admission) 
© $2 a. COUNTY Gerro1l STATE b. SQUNTY 
g eas _ a Ss MARYLAND _ aryland SECOLL » 7 ot 
2 “vs P b. CITY OR TOWN (if outside corporate limits, ¢. LENGTH OF STAY IN Ib ¢. CITY OR TOWN (If outsida corporete limits, wrile RURAL and give neerest town) 
co 
~ 3Es x pie an give-neerest town) 70 ae 
SN ‘ces ‘ yrs otapsco 
a d, NAME OF HOSPITAL OR INSTITUTION {if not in hospitel, give stract address) _—||_~—=d. STREET ADDRESS "a. 1S RESIDENCE 
2 eS | ON A FARM? 
ae, yes [_] No 
> yo . 2 
B es ME OF First Middle Lest 4, DATE Month Dey c=Tee 
a 28 eae |” oF 
2 ‘ype or print DEATH 
gua Hes ee Charles ____Joseph __ Sykes L- PERE 
ar 5. SEX j6. COLOR OR RACE| 7, maRRiED [never ia B. ae (OF BIRTH 9, AGE [In years [iF IEUNDERT To, F more 24 HRS. 
B 2s rs 884 roe — Deys | Hours | Min. 
2° BE Male Whthte | weowe [X} oworceo]| Aug. 24, 1 78 om |g a 
iy a = 10e. USUAL OCCUPATION (Give kind of work | 106, KIND OF BUSINESS OR INDUSTRY | 11, BIRTHPLACE “(County & Stete, or foreign country) je. CITIZEN OF WHAT COUNTRY? 
ASSo done during most of working life, aven if retirad) | 4 
: 3 orer | Congoleum-Nairn Houcksville, Carroll Co. U.S.A. 
_ &8 13. FATHER’S NAME o - A j 14. MOTHER'S MAIDEN NAME ¥ 
= Da | 2 
g 52 Joel Sykes | Alice Brummel 
o SE 15, WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO.| 17, INFORMANT _ Address 
2 =3 (Yes, no, or unkown) | {lfyesgivewerordetesof service) 
nae ae i a 216-09- 7827 Roscoe E. Sykes, Potapsco, Maryland _ ee 
efx 18. CAUSE OF DEATH [Eniar only one couse per line for (e), (b), end (c).] INTERY AL BETWEEN 
SBE PART |. DEATH WAS CAUSED BY; a SUSE RAN ee 
Sopa >) _imatorare cause )__Congestive Heart Failure —2' * Bis. 
S32 ‘ 7, 
ea5 2/2 a: DUE TO 
a Conditions, if eny, which (b)__-_ AS GVID: ee 
2 
= 


aoa 

oo 

t= 3 

23 

los (e), steting the underlying (~ CUETO 

23 cause lest, (e) 

su te = a . 

aes Zz PART Hl. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART i(a)) 19. WAS AUTOPSY 
38 2 eee a 

es ) 5 ves [] no [ 
Re 8 & ] 20a. ACCIDENT WAS UNDERLYING [] | 20b. DESCRIBE HOW INJURY OCCURED, (Enter natura of injury In Pert | or Pert Il of item 1B.) 

hes & | OR CONTRIBUTING [] CAUSE OF DEATH 

Jose © [IF EITHER, NOTIFY MEDICAL EXAMINER) 

as = 20c. TIME OF INJURY Month, Dey, Yeer | 20d. INJURY OCCURRED | 200. PLACE OF INJURY (Home, farm, | 20f. (City or town) (County) ~ (State) 
ze a Hour® tin While __ Not While factory, straat, office bldg., ate.) | 

£ : = pom. w ‘ot work at work 1 

‘om 

22 


21. I certify that (I) (Gtitstilety attended the eal from’ Da. ee 19.! 3 tows Feh....12, 194 3, that (1) ($f last 
a. 


saw the deceased alive on......0. Avie 5.19 a, and that death occured a Ltcam, from the causes and on the date stated above, 


bd 


director, page 3 should be detached for use as the burial-tra 


iled with the State Dept. of Health prior to burial, cremation, or removal, and in any event, within 7: 


ar HOSPITAL OR ATTENDING PHYSICIAN: 


\ Oe a1 4s Bi f : _| DATE 


cae a ee i, ye /, ATTENDING STAFF es 
Kae . *e Lt fe LSE Mp. | PHYS. ek DIRECTOR (7 pxys. (9 2 oe 2fh 2 /6 
ag 22c, PHYSICIAN'S ae = . 22d, ADDRESS a a i 
My NAME (Type) 
eu Donald Knight,—M.D. Greenmount, Maryland : 
26 23a, BURIAL, CREMATION, | 23b. DATE THEREOF 23¢, NAME OF CEMETERY OR CREMATORY "| 23d, LOCATION (City, town or county) 
r OYAL_ (Specify) 
$0 Waele 2/15/63 Wesley Cem., Hampstead Carroll Co.-___Marylana— 
24 ia a R’S SIGNATURE _ ADDRESS 2Se. "EE BY BY ob b, REG}SERAR’S SIBNATI 
VR AIS AS PNATOR, 
15M 9/60 


MARYLAND STATE DEPARTMENT OF HEALTH 
Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


1 


For state | O2125 MEDICAL EXAMINER'S CERTIFICATE OF DEATH 2097 
HEALTH DEPT. |5-stxcr o 7 - ~ ] 2, USUAL RESIDENCE (Where dacessed lived, If insiltulions Residence before edrmission] 
23.05 ©. STATE b. COUNTY 
Pes Carroll MARYLAND _ Maryland Carroll _ 
oe b, CITY OR TOWN (if outside corporete limits, | ¢. LENGTH OF STAY IN Ib c. CITY OR TOWN (if outside corporete limits, write RURAL end give neerest town) 
ys write RURAL and give nearest town) | 4 
52s _ Taneytown _ | _|__X___ Taneytown or ew 
5 d, NAME OF HOSPITAL OR INSTITUTION (if no! in hospital, give strat addrass) d. STREET ADDRESS @. 1S RESIDENCE 
a £ ON A FARM? 
ae _ 30 East Baltimore Street ot ( 30 East Baltimore Street ves ([] No fd 
3 3. neceasan First Middla Last 4 aed Month Dey 4 
+ {Type or print) Me?le Raymond Trozell | vEaTH February 16 1963 
= 5. EX 6. COLOR OR RACE|7 MARRIED. Cnever MARRIED Bq] | & DATE OF eiRTH 9. AGE {In yeers {IF UNDER 1 YEAR| IF UNDER 24 HRS. 
a : val last birthdey} Deys laHous ‘fein 
i Months| D . 
5 Male White WIDOWED [_] pivorceo[]| Nove 29, 1902 60 vane ae) "| gees a 


1Da. USUAL OCCUPATION {Give kind of work | IDb. KIND OF BUSINESS OR INDUSTRY | 38. BIRTHPLACE (Stela or foraign country} ~ | 12. CITIZEN OF WHAT COUNTRY? 


done during most of working lifa, even if retired) 


il in Item 18, Give Pages 1, 2, and 3 to the fu 


é "MELT Worker | Rubber Factory Maryland U.S.A. 

2 13, FATHER'S NAME | 14. MOTHER'S MAIDEN NAME 

a Robert L,. Troxell | Anna Gertrude Moser 

5 2 WAS pee EVER IN U.S. ARMED FORCES? ae SOCIAL SECURITY NO.| 17, INFORMANT ar 7 Address 7" 7 
oa es, gp, or unkown) sgiya wergrdalpsofservice 

zE Yes Lexe-193e" 215-20-9291 Mrs, Robert L. Troxell Taneytown, Md. 

ee || 18, CAUSE OF DEATH [Enter only one ceuse perlina for (a), (b), end (c).] “| INTERVAL BETWEEN “9 
£2 PART |, DEATH WAS CAUSED BY: tof . e gi 
25 ma IMMEDIATE CAUSE fa) _ / Bisel tant | SON cp 
Sx ee | DUE TO 

6 Conditions, if eny, which (b) : 

” gave rise to immediate couse , “i = 


{e), steting the underlying ( DUETO 
couse lest, (el 


21. I certify that | took charge of the remains described above, held an Autopsy ima Inspection 
Natural causes & 


Inquiry (a 
Accident [_]. Suicide [_}, Homicide [_], Undetermined manner [_] 
CHIEF MEDICAL EXAMINER 


ASSISTANT MEDICAL EXAMINER DATE SIGNED? «. 
MD. Fly 7a Lyf s 
EXAMINER'S 


and in my opinion 


‘AL EXAMINER: This certificate should be executed within 24 hours after death. If any 


rtificate, writing the word “pending” in penci 


death resulted from: 


a 

5 

= 

E poe aS = -_ e . SS Se ee 

g z PART Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING UT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(o)| 19. WAS AUTOPSY 
& 3 Ss PERFORMED? 
ei = 

o S es ~ ial ae es Sac: Aah 2 = * ves []_ No 
z i | 200. EXTERNAL CAUSE WAS 20b. DESCRIBE HOW INJURY OCCURED. (Enter natura of injury in Pert | or Pert Il of itam 18.) 

ee & | PRIMARY [1] or CONTRIBUTING CT 

2a G | CAUsE OF DEATH. 

7] * oa = A 2 a a. 2 _—= é: 
= G | 20c. TIME OF INJURY — Month, Dey, Yaar | 2Dd. INJURY OCCURRED ) 20e. PLACE OF INJURY (Home, ferm, ; 2Df. (City or town) (County) {State} 
gv = Heit. én, While Not While fectory, street, offica bldg., etc.) | 

= = ae 19 et work et work | 1 

2 

mol 

3 

2 


ACTUAL 
SIGNATUR' 


t 


ounty or ee 


22d, LOCATION (Cily, town, of country) (State) 


mi tsb 24) 
91963 


DEPUTY MEDICAL EXAMINER PM 
NAME (Type) f 


— — E 2 _ a ae Address (Street 
22e. Bova en | DATE THEREOF | 22c. NAME OF CEMETERY OR CREMATORY 


town, 


4 should be for 
TO FUNERAL DIRECTOR: Page 3 should be used as a bu 
ww] Health or its designated agent, prior to burial, cremation, or removal, and in any eve! 


REMOVAL (Specify) 


ial 2/19/63 


TO DEPUTY M 
please execute 


Lutheran Cemetery 


RECT! ADDRESS 24e, REC'D BY 


v8 ; 
_Fuss & Son ‘Taneytown, Maryland — 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


02125 CERTIFICATE OF DEATH 02098 


= 


1. PLACE OF DEATH e 2. USUAL RESIDENCE (Where deccesed lived, If institution: Residence before edmission) 


108. USUAL OCCUPATION (Give kind of work 10b. KIND OF BUSINESS OR INDUSTRY | 11. icaradel {County & Stete, or foreign country) 12, CITIZEN OF WHAT COUNTRY? 


done during most! of working life, even if retired) 


s 
ar 
* s ®, COUNTY 6. STATE b. COUNTY 
FA OFS Carroll nate __ MARYLAND | Maryland Carro’ 
= Ue b, CITY OR TOWN {if outside corporete limits, ¢. LENGTH OF STAYIN tb || ¢, CITY GR TOWN [If outside corpoiete limits, write RURAL end give neerest town) 
we ao write RURAL end give nearest town) 
“£58 —, Sykesville 3 ays. // Westminster eels. x 
& 2 a i= IAME OF HOSPITAL OR INSTITUTION [if not in hospitel, give stree! eddvess) , 4d. STREET ADDRESS: . Bho ee 
FA 
- | Springfield State Hospital } 146 W. Main St. ves [] NO Fl 
2 gs 3. NAME OF oF Fist Middle 4. DATE Month “Day ‘Year = 
3 
$ 28 ies el LEROY WILSON WALTER DEATH February 13 1963 
: 5. SEX 6. COLOR OR RACE|7. a aRRIED Never MARRIED PE] | 8 DATE OF BinTH ma ee acelinvene VAL 1 eR ks UNDER 24 aks 
onthe] Deys | Hours Pe 
© Male White woow[] _ovorcto[]| August 18, 1890 72m. | | 
2 
<= 
Hy 
~~ 


|, cremation, or removal, and in any event, Ae hours 


ificate has been signed by the attending physician and completely filled in by the funeral 


= 
° 
14 
§ 
o 
a 
id Laborer __ 4 — > Maryland 2 ans ee 
Q 13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
2 Charles Walter Elizabeth Kugner 
© € 15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO.| 17, INFORMANT _ Address _— ~~ 
£ = (Yes, no, or unkown) | (Ifyesgivewerordetesofservice) [ 
a2. No x __|Not known Records, Springfield State Hospital 
a ¢ = 18. CAUSE OF DEATH [Enter only one ceuse per line for |e), tb), end (c).] a 
eo PART |. DEATH WAS CAUSED BY: Re A! at 
Sgy8 IMMEDIATE CAUSE (a) FULMONAary Edema _ ie 2 hy 
C4 = 
= fs g # DUE TO 
z2cs Conditions, if eny, which w) AeS.C.V.D. Years 
ef ac] geve rise to immediele ceuse co 2 . - i 
pap Je DE (2), steting the underlying ( OBETO OM 
Rt fo auniaies 55 () Bronchopneumonia Days 
ge <4 3 S; PART Il. OTHER SecGen Rtenves elerosi TO DEATH BUT ee To THE fae Og parast oo IN PART te}| 19. Sy eOManTS 
82 iS ieuene erjos¢cleros 33 Ulcerations on bo ers e@ to 
BSegs ~ |Speriph eral p ee circulation. é es || iejanetay 
bs 3 < a = 20e. ACCIDENT sare UNDERLYING o 20b, DESCRIBE HOW INJURY OCCURED. {Enter neture of injury in Pert | or Pert Il of item 18.) 
gud @ | OR CONTRIBUTING [] CAUSE OF DEATH 
BSEDS & | (F EITHER, NOTIFY MEDICAL EXAMINER) 
OF 52s % | 20c. TIME OF INJURY Month, Dey, Yor) 20d. INJURY OCCURRED | 20s. PLACE OF INJURY (Home, farm, > 201. (City or town) (County) {(Steta) 
23 o | 
ay <$%5 a faucuaee While __ Not While fectory, street, office bldg., etc.) 
Be gee 2 pea » at work [] ot work | f 
Reese 21. | certify that (I) (this hospital) attended the deceased fromPebruary..10, 1963, to. February...131963,, that (1) (we) last 
~ i 2 saw the deceased alive on. Fehruary...23...19..43, and that death occurred B:hS “*from the causes and on the date stated above. 
6 — Af oe "7 TENDING STAFF 228. OND 
ATTENI 
at og aa? Ov Acnuns 44> mp. | PHYS SE] DiReCTOR (1 PHys. x} 2-13-63 
esas | sae. PHYSICIAN'S. =OCC~CS a ai — ——la9a, 
E 35 gs | Cee oA Tad KOOKS" Springfield State Hospital 
a. 2 $3 Adnan Sonmez, M. D. omen we : : 
Q<eP = ‘23a. BURIAL, CREMATION, | 23b. DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY 
= 3 3 coy wd 2 i, 74 
ere” LLL the 
ph 2: 
YR AIS (4) 
15M 7-62 


2 UNERAL DIRECTOR'S SIGNATU} 
3 2: Litihlhe ‘ 


7 


MARYLAND STATE DEPARTMENT OF HEALTH 


N 
i DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 
‘ Dy) 
nag 02127 - CERTIFICATE OF DEATH 02099 
€ S = 4 1. PLACE OF DEATH —F Fi A 2. USUAL RESIDENCE (Where deceesed lived, If institution: Residence bef; 
n 2h” - rome e. STATE b, COUNTY 
§ lang arroll J ~ manyianp || Maryland ss Fede 
x Pa 4 3 b. badd Ni tf Subtle Sein: ¢. LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corporate limits, write RURAL end give neerest town). 
=~ Bas write and give nearest town! 
A ecg (Rural) Sykesville ly Om 7d. || Union Bridge "i 
S $4 Pa d. NAME OF HOSPITAL OR INSTITUTION (if not in hospitel, give stre: dress) d. STREET ADDRESS e Bena 
Hey AFA 
eae |_ Springfield State Hospital f eee (unknowm)y"8O sD 
+} 2 ce i 3. eee First Middle Last 4, Babes Month * Day ‘Yeor 
= | fe} 
ag {Type or print) DEATH 
g BE Charles ___Alvin _ Waktmore Bonnie 
8s 3 8. jn sha 
e ss |S. SEX }6. COLOR OR RACE|7. mapRieD LIINever MARRIED [7] DATE OF BIRTH 9. AGE (In IF UNDER1 YEAR| IF UNDER 2 HRS. 
3 pez emecresy) er abe Deys | Hours | Min. 
hard Eps white wivowe [xy pivorcto [| 7-29 8 187 77 (MB 850" ell i> Bear 
8 § 2 ¢ Wa, USUAL OCCUPATION (Giv. id of work | Ob. KIND OF BUSINESS OR INDUSTRY | 11, BIRTHPLACE (County & Stale, or foreign country) 42. CITIZEN OF WHAT COUNTRY? 
= 2 H 6 done eee — fife, even if retired) 
g Sse = AL OAG a __Maryland_ USA 
ie a 2 s 13, FATHER’S NAME | 14. “MOTHER'S MAIDEN NAME . aha 
= Qoao- 
3 $32 Reuben Whitmore ie Mary Newcomer ~ 4 = 
° 5 % 15, WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO.| 17, INFORMANT Address 
2 2&3 (Yes, no, or unkown) | (Hyes give weror dates of service) i 
= 3 b 
Teach 2 unknown unknown Hospital Record te te ee 
€ehx © 1. CAI OF DEATH [Enter only one cause per line for (e), (b), and (c).] Te). 7 INTERVAL BETWEEN. 
35 3 5 +3 PART |. DEATH WAS CAUSED BY: * PRSEIGANO OR 
ehtte ¢ IMMEDIATE CAUSE (e)____ Bronchopneumonia —days = 
S535 Ff ) 
fa aes ‘eI DUE TO. 
a4 8a i : - 4 
as ce Conditions, if ony, which {b) Arteriosclerotic vascular disease = 
eg 3 az mes to pect sf ins 
Po 8), statin; @ underlying . - 
= iy caus bie Generalized arteriosclerosis 
see os Bae Ais . 
a. 2 £3 3 eo MW. OTHER Been Sale CONTRIBUTING 1 TO DEATH BUT NOT “RELATED TO 1 THE TERMINAL ‘DISEASE CONDITION GIVEN | IN PART Hed], 19. WAS AUTOPSY 
+ i) 
gee - 5 Chronic. Brain Syndrome with circulatory disturbance with psychotic ves [] No fel 
Veess  [ 200. ACCIDENT WAS UNDERLYING [1] | 20b, DESCRIBE HOW INJURY OCCURED, (Enter nelure of injury in Part 1 or Part Il of item 1B.) or 
B o i 5 a & OR CONTRIBUTING [] CAUSE OF DEATH 
meets & | (IF EITHER, NOTIFY MEDICAL EXAMINER) | = 
OSs 3 8 3g 20c. TIME OF INJURY Month, Dey, Yeer | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, ier (City or town) (County) (Siete) 
a = Be a Hour kere While Not While fectory, street, office bldg., etc.) 
as ca 3 mae 19 et work [] at work [J | 
Ey e 
Heoxe a the deceased from....h7 31.6 ey 235 Wp to. 2-863... wr V9.2, that MH) (we) last 
BP Zo , and that death occurred - from the causes and on the date stated above. 
S 25 MED. STAFF 27 GND 
4 a 
ee aang one pirector [] pHys. [XC 2-8-63 
z oa fe | 22c, PHYSICIAN'S ¥ SS “ee F ‘a 22d. ADDRESS a hin i 
2 NAME (Type) Mi 1 WS . . 
58 Ss iyron Nizgnkowsky, M.D. _.......... Springfield State Hospital. 
625 = 3b. DATE THEREOF 23e, NAME OF CEMETERYS@K CREMATORY 23d. LOCATION (City, town or county) «(State 
mg ge (} 
i 
tgs iRocky Ridge Cemetery Frederick County. 
H 


ADDRESS 25a. REC'D BY REGISTRAR | 25b, REGI. ays pe ae ylaad. 
_Frederick, Maryland _ \vare FEB ‘io 3 1963_ He sed 


* 


3 


—: 


02228 CERTIFICATE OF DEATH 


MARYLAND STATE DEPARTMENT OF REALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


92100 


\ 

& 82 = —— . 

& 25 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceesed lived, if institution: Residence befora edmission) 

wo 3 3. COUNTY °. ae b. COUNTY 

3) 2 Carroll _____ MARYLAND _ ‘ ryland - Cit “ 

se. a b. CITY OR TOWN [if outside corporeta limits, c. LENGTH OF STAY IN Ib ||. CITY OR TOWN (If outside corporate limits, write RURAL end give neerest town) 

wu ine write RURAL end give nearest town) 

Serer Rural -- Sykesville lm. 28d. || Baltimore ¥ aes 
Baa, d. NAME OF HOSPITAL OR INSTITUTION [if not in hospitel, give sireet eddress) d. STREET ADDRESS: @. IS RESIDENCE 
=e s ON A FARM? 
Se field State Hospital i” 831 Hollins St. : aR <i, 
2 First Middle Lest 4 Bad Month Dey Yeer 
=a iF 
a 2 rT: ri . : . 

E ices ada Catherine NMN  _—_— Williams _ oN Feb, 2 19 63, 
* 5. SEX 6. COLOR OR RACE|7, MArRIED [] NEVER MARRIED [ ] | & DATE OF BIRTH 9. Renta IF UNDER Sea iF UNE 24 HRS. 
Months] Days un | Min, 
Female White wipowep [5 DIVORCED [7] 1/12/1880 yes. | | 


Ws. USUAL OCCUPATION {Giva kind of work 


11, BIRTHPLACE [County & Stete, or for 
done during most of working life, even if retired) 


jician ani 


| 10b. KIND OF BUSINESS OR INDUSTRY 


13, FATHER’S NAME 


ps 
id in any event, ié 2 
o 


4, Mary: = 
| 14, MOTHER'S MAIDEN NAME 
Roberts C. Combs | Ruth Ellen Ford 


12. CITIZEN OF WHAT COUNTRY? 


reign country) 


15. WAS DECEASED EVER IN U.S, ARMED FORCES? | 16. SOCIAL SECURITY NO.| 17, INFORMANT 
{Yes, no, or unkown) | (Ilyesgivewerordetes of service) 


No 


(a), steting the underlying 


arteriosclerosis, 


cause 


{c) 


Address 


215-16-9105 Springfield Hospital records, Sykesville, Md. 


18. CAUSE OP DEATH [Enter only one cause per line for (e). (b), end (cl.) = *| INTERVAL BETWEEN of 
PART |. DEATH WAS CAUSED BY: . . 2 . 
immeniate cause le) Arteriosclerotic cardiovascular disease | years = == 
A DUE TO 
Conditions, if any, which - Coronary insufficiency with generalized years 
gave rite to immediete couse ste ear = F ‘ = Fe i —_ 


19 


p.m. 


retained by the hospital or attending physician. 
'TOR: After this certificate has been signed by the attending physi 


Zz PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)| 19. WAS AUTOPSY 
2/CBS, assoc, with senility. PERE ORME 

$ yes [] No 

i 120, ACCIDENT WAS UNDERLYING [] | 20b. DESCRIBE HOW INJURY OCCURED. (Enter neture of injury in Pert | or Pert Il of item 18.) 

& | OR CONTRIBUTING [] CAUSE OF DEATH 

© | UF EITHER, NOTIFY MEDICAL EXAMINER) 

2 : = cane tS = 
§ | 20c. TIME OF INJURY Month, Dey, Year | 20d. INJURY OCCURRED | 200. PLACE OF INJURY (Home, ferm, | 201. (City or town) (County) (State) 

a hitters ain While __ Not While factory, street, office bldg., etc.) | 

: at work [] #t work ! 


3., that O (we) last 


e date stated above. 


22e. SIGNATURE 


OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed 


. 


22b. DATE 


director, page 3 should be detached for use as the burial-transit permit. Then please remove carbon 


be filed with the State Dept. of Health prior to burial, cremation, or removal, an 


ATTENDING MED. STAFF SIGNED 
238 | nd j Fo pirecTor [7] PHYS. Bx] 2/4/63 
Ss 22c. PHYSICIAR'S . ADDRESS Ss 7 fal ld St te Hi 5 be) a. 
HS pringfie a ospita 
ae NAME (fype) o 
pan Alfeed J. Shulman, Me De | Sykesville, Maryland : 
a8 230. Let ome 23b. DATE THEREOF 23c, NAME OF CEMETERY OR CREMATORY 23d, LOCATION (City, town or county) (State) 
REMOV. ity) Z : ihe inch. 
ovo “Buriat 2/6/63 Arlington Ngtional Cem.| Arlington, Virginia 
= VR AIS (4) 25a, REC'D BY REGISTR. 
ISM 7-62 


DO Tecate Mdm bee 17 | 


AR | 25b. REGISTRAR'S SIGNATURE = 
A FEB —6 163 frroriayedgfonn 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
02129 CERTIFICATE OF DEATH tes. ut. no 12.10 


1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence befare admission) vy 
©. COUNTY a. STATE b. COUNTY 7 


Garr MARYLAND Maryland 


b. CITY OR TOWN (IF outside corporote limits, write | ¢. LENGTH OF STAY IN 1b ¢. CITY OR TOWN (IF outside corporote limits, write RURAL ond give nearest town) 
RURAL ond give nearest town} 5 ; 


Sykesville mos./13 dag. Baltimore #1 SVOI- 
| d. ale Sadia (If not in hospitol, give street oddress) d. STREET ADDRESS e Sige 
Springfield State Hospital 515 W. Mulberry St. yes 1] No 
3. ware er First Middle lost 4. wal Month Doy Year 
ceed Walter WwW. WLOCZEWSKI| Sem February 23, 1963 
S. SEX 6. COLOR OR RACE |7. MARRIED [] NEVER MARRIED [J | 8. DATE OF BIRTH %. ‘na ie cy y ea cs a aN 


male white wioowen [J ovorceo] | 9/25/1911 ry 


Wo. USUAL OCCUPATION (Give kind of work dane|10b. KIND OF BUStNESS OR 2 ale BIRTHPLACE (Stote or foreign country) 


during most of working life, even if retired) 
‘ Maryland, BALTIAIC RE. 


ie 


with 


fter death: Page 4 
he Funeral directar 


‘ Ss fi " 
Pages 1 and 2 shauld be fi 
i 
u 


After this certificate has been signed by the attending physician and campietely filled i 


12. CITIZEN OF WHAT COUNTRY? 


U.S.Ae 


= 


whoe repairman 
13. FATHER'S NAME 


Joseph Wloczewski, Dec. 


1§. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. if INFORMANT Address 


ee Springfield State Hospital Records 


14, MOTHER'S MAIDEN NAME 


Mary Morowska 


“Cee PE 


18. CAUSE OF DEATH [Enter only one couse per line for (0), (b), ond (c)-] 


PART |. DEATH WAS CAUSED BY: : . 
, imMeDiaTe CAUSE (o1_Infarction of the right side of brain due to 


INTERVAL BETWEEN. 
ONSET AND DEATH 


Then please remove carban popers. 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 h 


& 
= 
o 
gx 
i 
= 
z 
= FS oy DUE TO hours or 
ee Conditions, if ony, which embolism from left lung. days 
Re Scie HaeE aE eae: t MOUETO right ventricle. 
e732 fincas __Right side heart failure due to hypertrpphy of rs 
ig 5 y ra Past It, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Vo} | 19. eee tag 
eat )yée 
E886 ALS Schizophrenic reaction, paranoid type. ves {No 
Sa iy 5 = 200. ACCIDENT WAS UNDERLYING 1) 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port 1 or Port {1 of item 1B.) 
od & | Or CONTRIBUTING C) CAUSE OF DEATH 
Heed pall , NOTIFY MEDICAL EXAMINER) 
sess & [20c. TIME OF INJURY Month, Doy, Year [20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20F. (City or town) (County) (Stole) 
B588 6 Hour 0. m. 1g [While Not white it iliiad gig car ~ al 
3 E =z p.m jot work [J at work [J] ' 
= os 
z pe 21. | certify that | attended the deceased from... 21/9, G2 Pelt 5 a to.__.2/23/63 _., 19_____,that | last saw the deceased 
3255 alive an____2/23/63 ae i , and that death occurred at.0250 8m the causes and an the date stated above. 
° 
oe: % ADDRESS (Street, city or town, stote) DATE SIGNED 
se 2 
a s, ACTUAL —— 
at 28 | SIGNATUR! SS, A~¢- id 
Se 
eget TMcuNS — Adndn Sonmez, M.D. 
S809 Zo. BURIAL, CREMATION, | 22b. DATE THEREOF Zac, NAME OF CEMETERY OR CREMATORY 7d. LOCATION (City, town, or coynty) (State) 
5 $+ REMOVAL (Specify) J yi, 4 f 
Oo a G “ 
gees BUR Aa IR- AT — CF Wanceyo of Fatls Mptisneed og ¢ wud Ay 4, The 
= is rs We RETO (‘ aay src athe Beep Ore, a4 2e. (a3 s ke i 3 recisffan's er 
a yet 
apes! Xp 18 Ba x Ng DATE QJ 7 wenthy 
C 


MARYLAND STATE DEPARTMENT OF HEALTH 
1 DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


death certificate be executeeldli 24 hours after 


The law requires that the 


TO HOSPITAL 


ah (02130 CERTIFICATE OF DEATH 02102 

2 

3(3 ih PLAGE OF DEATH 2. USUAL RESIDENCE (Where decessed lived, If Institution: Residence before edmission), 

2 = a. STATE b. COUNTY / 

ra Carroll MARYLAND Maryland Washington  / 

se 8 b. CITY OR TOWN [if outside corporete limits, c. LENGTH OF STAY IN Ib ||. CITY OR TOWN (If outside corporete limits, write RURAL and give neerest town) 

Bass write RURAL end give neerest town) 

£U8 baw wer By. 3m. 21d. || Hagerstown =~ 

Bae 3. NAME OF peste OR INSTITUTION (if a in howpital, give areal oddres) d, STREET ADDRESS ~ 1S RESIDENCE 

Eas / h, on ON A FARM? 

> 48 : nt | 603 Y Street _ ves [] No Fx] 

3 BN ERE sf First Middle Last | 4. DATE Month “Dey Ca 

gan I ies OF 

a3 Gap Carrie Virginia Wright | "™™ 2 19 1963 

38s 5. SEX 6. COLOR OR RACE) MARRIED Poynever marnieo [-] | 8 DATE OF aietH 9- AGE ln years iF UNDER T YEAR] TF UNDER 24 HRS. 

lost birthday) | Months| Days | Hours | Min, — 

5 Se female { white wipowe [K] Divorced [_] 8/11/82 80. yrs. a "| re he | ~ 

oe 3 WO. USUAL OCCUPATION (Give kind of work | J0b. KIND OF BUSINESS OR INDUSTRY | il. BIRTHPLACE (County & State, or foreign country) | 12. CITIZEN OF WHAT COUNTRY? 

iso done during most of working life, even if retired) 

S52 housewife | West Virginia USES ns 

a 3 = 13. FATHER’S NAME 14, MOTHER'S MAIDEN NAME 

ass 

2 

sae John Franklin Womax | Rebecca Wiedmeyer aa 

§5— iF WAS DECEASED a IN U.S. ARMED FORCES? | 16, SOCIAL SECURITY NO.) 17, INFORMANT Address 7 Pais 

525 #3, no, oF unkown) | (Ifyesgiveweror dates ofservice] 

28 unknown Springfield Hospital records - Sykesville » Md. 
ae § nly one cause per fine for (a), (b), end (c).]_ INTERVAL BETWEEN 
Rey $5 PART |. DEATH WAS CAUSED BY: n ONSET AND DEATH 
Spee IMMEDIATE CAUSE le) 2-onchopneumon ta - | Days — —_ 
= 
5m ee tf DUE TO 
a 2 . : 
ese Conditions, it any, which » Arteriosclerotic heart disease Years _ 
S35 5 90v6 rise to immediele couse 
= 7g (e), steting the underlying DUE TO 

ete cause bast, _Arteriosclerosis 2 Res _|_Years 
i Sea a|z PART Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED, xD THE oR ‘CONDITION GIVEN IN PART i(e]| 19. WAS AUTOPSY 
ose 82 2| Chronic brain syndrome with circulatory disturbance cerebra. — or 
assess S|_arteriosclerosis with psychotic reaction. ves No TJ 
pes 8 2'5 3 |200. ACCIDENT WAS UNDERLYING [] | 20b. DESCRIBE HOW INJURY OCCURED. (Enter neiure of injury in Pert | or Pert Il of ilem 18.) 
meus E | OR CONTRIBUTING [] CAUSE OF DEATH 
ASEQS @ | {IF EITHER, NOTIFY MEDICAL EXAMINER) 
~ o — —_+ | 
Qaser S |20c. TIME OF INJURY Month, Dey, Yeor | 20d. INJURY OCCURRED | 20s. PLACE OF INJURY (Home, ferm, * 201. (City oF town) (County) Grate 
By {thy ra Hour e.m. While Not While | fectory, street, office btdg., etc.) t 
BET3e 5 oo) 19__ at werk Et work | 
s a 
I 2088 zu or 199.3, that 00 (we) last 
< 333 saw the deceased alive , and that death occurred HRS 08. AM, thea causes sarah on the date stated above. 
Ea 22b, DATE 
a8 226 (SIS é ATTENDING MED. STAFF SIGNED 
Ce ) lt om. | PHYS. = [[]_—soircor [7] prs. 
sage || [mc ngacane~ « ma, “ORES Springfield State Hospital 
Type. 
“Beg Ellis S. Margolin, M.D, J... Sykesville, Maryland... 
3 3= 23e, BURIAL, CREMATION, ie “DATE THERE) Ve NAME OF CEMETERY OR CREMATORY eee ity, town or oy {store 
= OVAL {Specify} Z 
Zar" Aur ST] way (63 hse Ad Cente ety (MYO fot 
oe eas ‘AL DIRECTOR'S SIGNATURE ADDRESS Ha ay 2Se. REC'D BY RE we onpare ee UR! 
15M 7-62 loa FEB 25 9 


—_Laryfand 


